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Editorials 





Merry Christmas 


Good friends, wherever you may be, 
And be it east or west, 

Upon the plain, beside the sea, 

Whatever place the place may be, 
Some place you love the best, 

Across the silence let us call 

To each of you, and wish you all 

A MERRY CHRISTMAS! 
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THE PLATFORM OF THE AMERICAN 
MEDICAL ASSOCIATION 


The American Medical Association advocates : 

1. The establishment of an agency of federal 
government under which shall be coordinated 
and administered all medical and health func- 
tions of the federal government exclusive of those 
of the Army and Navy. 

2. The allotment of such funds as the Con- 
gress may make available to any state in actual 
need for the prevention of disease, the promotion 
of health and the care of the sick on proof of 
such need. 

3. The principle that the care of the public 
health and the provision of medical service to 
the sick is primarily a local responsibility. 

4. The development of a mechanism for 
meeting the needs of expansion of preventive 
medical services with local determination of 
needs and local control of administration. 

5. The extension of medical care for the in- 
digent and the medically indigent with local 
determination of needs and local control of ad- 
ministration. 

6. In the extension of medical services to all 
the people, the utmost utilization of qualified 
medical and hospital facilities already estab- 
lished. 

?. The continued development of the private 
practice of medicine, subject to such changes as 
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may be necessary to maintain the quality of 
medical services and to increase their avail- 
ability. 

8. Expansion of public health and medical 
services consistent with the American system of 
democracy. 





THE SOCIALIZATION OF PHARMACY 

In the midst of our tribulations caused by the 
encroachment of governmental groups on the 
private practice of medicine it is well to view 
the problems of our associates—the pharmacists. 
They have, as far as we know, peacefully endured 
for a good many years the extension into their 
stores and refrigerators of the governmental dis- 
tribution of medicines. They were early lulled 
into acquiescence by such sweetened words as 
“public service” and “the defeat of communi- 
cable disease.” Actually, of course, the distribu- 
tion of these medicines has always been a prob- 
lem of the public health department. But there 
are many sections of large cities and a great 
many towns in which inadequate governmental 
facilities exist for the storage of biological prod- 
ucts. Not only have facilities been lacking but 
even where refrigerators are located the un- 
trained personnel, often firemen or police officers, 
have not regularly appreciated the necessity of 
keeping freshly dated supplies on hand. We 
dislike to believe it, but physicians irked by long 
trips and the improper care of the state biologi- 
cals have probably been the chief reason why the 
druggists have stocked them. For our pharmacal 
friends are an accommodating lot. They are 
also a competitive group and not wishing to see 
all the doctors in a community going into one 
store many have secured the “privilege” of stock- 
ing the state supplies. For all these and pos- 
sibly other reasons, then, one may see in many 
of the pharmacies in any part of the state 
preparations for free distribution resting side by 
side with privately owned supplies which they 
hope to sell. They cost the druggist the same as 
his own material for clerk handling and re- 
frigeration and are a nuisance because of the 
attached requisitions to be filled out. These 
requisitions one will at once recognize as an in- 
separable part of state medicine. » 

These free preparations are not small in num- 
ber. Indeed, to list them would constitute a 
fitting reproach to anyone who insists we are in 
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an age of therapeutic nihilism. The number is 
about forty. It includes such diverse products 
as typhoid vaccine, diphtheria prophylaxsis and 
treatment packages, silver nitrate ampoules, 
anti-syphilitic chemicals and sulfapyridine. As 
one goes through the list it is seen to contain 
practically everything but aspirin, barbital and 
morphine. The recent addition of sulapyridine 
was, oddly enough recommended by a committee 
of private physicians who are independent of the 
health department for their incomes. Their ob- 
jective was doubtless good; the drug is expected 
to be of value in conquering pneumonia. But 
the factor of cost, which might be a reason for 
providing antipneumococcic serum, hardly 
needed to be considered with sulfapyridine and 
it does add another burden to the druggist’s 
competition for a livelihood. The fundamental 
question about the use of any of these state pro- 
vided drugs in our present nonsocialistic econ- 
omy is the patient’s ability to pay. The logical 
consumer of these drugs is the person who can- 
not afford to buy the preparation which is es- 
sential for the protection of his health and there- 
fore of the community about him. So far no 
adequate method of limiting the distribution of 
prophylactic and treatment supplies to the log- 
ical consumer has been set up by the department 
of health. Undoubtedly a lot of chiseling is 
going on in the use of the state supplies. Since 
the government is at least in theory principally 
interested only in the attack on communicable 
disease it’ is not so much the victim of the di- 
version of use of its supplies as is the pharmacist. 
He stores, preserves, replaces and fills out paper 
for the products and then sees it used on per- 
sons who could afford to buy private material. 

We suspect there are physicians who view 
the socialization of medicine as an unmitigated 
evil who are not sufficiently aware of the ap- 
proach of that evil through the pharmaceutical 
route. We object strenuously to the use of free 
dispensaries and governmental agencies by per- 
sons who could afford private care. Are we as 
interested in assisting the druggist to avoid these 
same degrading influences? As we stand now 
at the beginning of the year 1940 we may ex- 
pect to see new and important chemicals de- 
veloped in the fight against disease. Will they 
be added to the current thirty or forty prepara- 
tions distributed by the state? Or if new prepa- 
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rations are slow in coming in will a committee 
on malaria, for instance, reach back into ancient 
discoveries for quinine and atabrine? “Lo, the 
poor Indian” will become matched by “Lo, the 
poor druggist” for he will have to be salaried 
by the government to compensate for the time 
and loss he endures distributing or competing 
with free medicines. 





‘MEDICINE IN RUSSIA 


Medical men and lay persons alike are dis- 
cussing two books about medicine under the 
soviet. You may pay your money and you may 
take your choice. Quotations speak for them- 
selves. Henry E. Siegrist, is a physician, a 
routined medical historian and a man classi- 
fied as “firmly committed to socialized medicine 
and a planned and regimented economy.” He 
wrote his book after spending two summers in 
Russia, and says frankly that he had the aid 
of leading authorities in his compilations. 

Eugene Lyons, an American newspaper man 
of known communistic ideas, whose appointment 
as a press representative was welcome to Stalin 
by the United Press bureau that sent Lyons 
abroad, wrote the other book. He lived in Rus- 
sia for seven years by which time his commu- 
nistic convictions were experienced out of him 
and the Russian government asked his recall. 
Lyons’ descriptions of medicine under the Soviet 
are based on personal experience. Wrote Sie- 
grist: 

Nobody can deny that Soviet medicine, in 
the short period of twenty years and under most 
trying circumtsances, has stood the test and has 
created powerful measures for the protection 
of the people’s health. It has demonstrated that 
socialism works in the medical field too, and 
that it works well, even now, in the early be- 
ginnings of the social state. It is a system that 
is full of promise for the future—for a very 
near future.” 

Wrote Lyons: 

“We came, unluckily, to know a lot more about 
Soviet medical practice than most of our col- 
leagues. Like the ‘stable’ currency and the won- 
derful educational methods, the socialized med- 
icine under the official statistical surface was a 
snarl of contradictions, shortages, and ineptness. 
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Doctors and dentists regarded their obligatory 
work for the state as an exaction and depended 
on private practice for their real income. The 
more famous medical specialists did not budge 
for less than fifty or a hundred rubles; often it 
required ‘pull’ to get their services at any price. 
The public health service was by all odds inferior 
to the free public and charitable health services 
available to the poor in cities like New York 
or Chicago.” 

Among personal experiences in the book, Mr. 
Lyons describes those of his wife, who became 
ill and who was taken to Botkinsky Hospital. 
This section concludes: “Billy improved rap- 
idly, despite the special care, and was soon 
well enough to watch the conduct of that hos- 
pital by way of sociological diversion. If I had 
not been there day after day and seen some of 
the primitive and careless procedure myself, I 
should have thought the details she told me were 
the effects of delirium. Only a few of the women 
were trained nurses—the others were ignorant 
girls of the servant type. They stomped up and 
down corridors and banged doors and called for 
one another in loud voices. Except under un- 
usual circumstances, bed linens were changed 
once a week. The blankets were not washed but 
merely disinfected, so that they were crusted 
with the dirt and vomit of previous patients. 
The precious rules prohibited the bringing of 
linens, blankets, or other accessories from out- 
side. But by devious means I smuggled in every- 
thing Billy needed, and doctors, nurses, patients 
came to her ward to inspect and exclaim over 
the fleecy American blankets ; the hospital buzzed 
with the news of a foreigner who changed her 
sheets, her nightgown, and even her pillow-cases, 
every day. 

“The doctors, Billy thought, were capable but 
overworked. I succeeded—again by outraging 
the blessed rules—in having our own physician, 
who was familiar with her case, treat her. As 
soon as she could be moved safely she returned 
home. 

“Ever after, the glowing reports of socialized 
medicine in Russia in American books and maga- 
zines have been a source of amusement to us. 
Always we have wished their authors only one 
punishment—a week or so as patients in the 
second-best hospital in Russia.” 
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HEALTH UNDER HITLER 


Readers Digest, December issue, 1939, con- 
tains an article under the above title. It is 
condensed from “HEIL HUNGER!” a book 
that is about to be published by Dr. Martin 
Gumpert, German physician and author; for- 
merly head of the Berlin City Dispensary for 
deformity diseases. 

This work will prove a disappointment to 
health insurance propagandists who fondly look 
to Europe for the pattern of socialized medicine 
to cure all our ills. 

Up to going to press we have not been granted 
permission to republish. Perhaps many of our 
readers would prefer to read the article in the 
original translation as it appears in the Digest. 

We quote the following paragraph as illus- 
trative of the informative character of the article: 
“The whole range of children’s infectious dis- 
eases such as scarlet fever, spinal meningitis 
and infantile paralysis have increased sharply. 
Scarlet fever cases in 1933 were 73,830; in 1937, 
117,544. In 1933, there were 77,340 cases of 
diphtheria; in 1937, 146,733. The diphtheria 
mortality rate is now more than four times 
that in the United States. Yet Germany, whose 
scientists gave diphtheria antitoxin injections to 
the world, once had one of the lowest mortality 
rates. 





WINGATE JOHNSON WILL BE THE 
EDITOR 

Beginning January, 1940, the medical society 
of North Carolina will initiate the publication 
of the State Medical Journal. The publication 
will be under the editorial management of Dr. 
Wingate M. Johnson, of Winston-Salem, who 
will be assisted by a capable board of associates. 

Heretofore the proceedings of the. State So- 
ciety were published in the form of transac- 
tions. The new arrangement will be a great 
step foreward. A Journal comes nearer to the 
every day life of an active medical organization. 
That the journal will be a success goes without 
saying. 

Dr. Johnson is an up-to-date scientific prac- 
titioner, an unusually kneen student of medical 
economics and is especially well equipped to 
také over the duties of editor of an active up-to- 
date and progressive State Medical Journal. 

The ILLINoIs MEDICAL JOURNAL welcomes the 
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official publication of the North Carolina State 
Medical Society to the family of medical jour- 
nals. The number of medical journals is already 
large, reaching into the hundreds. 

The increasing volumes of medical literature 
tax the ability of medical libraries to carry and 
store them on the shelves. The new journal will 
add much scientific information to our mounting 
accumulation of worth while literature. 





PUBLISHERS OPPOSE WAGNER BILL 


At its convention in April, 1939, the Ameri- 
can Newspaper Publishers’ Association, adopted 
the following report of its Committee on Social 
Security, as presented by its Chairman, Mr. A. 
V. Miller of the New York Herald Tribune: 

“We would urge the members to take a very 
definite interest in the subject of Health In- 
surance legislation which matter was brought 
to your attention by the Committee in Bulletin 
No. 7001. Senator Wagner has introduced a 
bill to inaugurate a Health Insurance Program 
with an initial annual expenditure of $80,000,- 
000 but with obligations provided that will soon 
run the annual expenditure under this program 
into the hundreds of millions. There is no war- 
rant or justification for enacting such legisla- 
tion at this time and if this proposal is to be 
delayed it will be necessary to make known your 
desires and position on the subject as soon as 
Congress undertakes consideration of the Wag- 
ner Bill.” 





PAPERS FOR THE 1940 ANNUAL 
MEETING 


The 1940 annual meeting of the Illinois State 
Medical Society will be held in Peoria on May 
21, 22, 23, 1940. This will be the Centennial 
Meeting of the Society and those responsible for 
the success of the meeting are planning an un- 
usual program. ; 

The Committee on Scientific Work composed 
of the Chairman and Secretary of each of the 
Scientific Sections held a meeting in Chicago 
recently to discuss tentative plans for the 1940 
program. There will be more general sessions 
next year than for past meetings, and a few 
changes in the usual routine. These changes will 
be announced in the near future. 
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Any member of the Illinois State Medical So- 
ciety who desires to present a paper before any 
of the Sections is requested to get in touch with 
the proper Section officer as soon as possible. 
Give the subject you desire to discuss, send a 
short synopsis of the subject matter, and be sure 
to write the proper section officer. The list will 
be given in this article. 

Owing to the fact that the papers to be pre- 
sented before each section must be limited in 
number the officers of the Sections are anxious 
to schedule only those papers which in their 
judgment will be of greatest general interest to 
all members. They must necessarily be critical 
in making these selections. 


OFFICERS OF SCIENTIFIC SECTIONS 


Section on Medicine: Edgar M. Stevenson, 
Chairman, Bloomington; W. O. Thompson, Sec- 
retary, 700 North Michigan avenue, Chicago. 

Section on Surgery: Frederick Christopher, 
Chairman, 2650 Ridge avenue, Evanston ; Charles 
L. Patton, Secretary, Springfield. 

Section on Eye, Ear, Nose and Throat: Frank 
W. Brodrick, Chairman, Sterling; Thomas D. 
Allen, Secretary, 122 South Michigan avenue, 
Chicago. 

Section on Public Health and Hygiene: John 
J. McShane, Chairman, Springfield; N. 0. Gun- 
derson, Secretary, Rockford. 

Section on Radiology: Warren W. Furey, 
Chairman, 6844 Oglesby avenue, Chicago; Harry 
W. Ackemann, Secretary, Rockford. 

Section on Pediatrics: H. Wm. Elghammer, 
Chairman, 5307 Hyde Park boulevard, Chicago; 
Bert I. Beverly, Secretary, 715 Lake street, Oak 
Park. 

Section on Obstetrics and Gynecology: W. A. 
Malcolm, Chairman, Peoria; Herbert E. Schmitz, 
Secretary, 25 East Washington street, Chicago. 

Any member of the Illinois State Medical So- 
ciety who would like to present a paper before 
any of these sections should write to either the 
Chairman or the Secretary of the Section in 
which he is interested. One of the officers of 
each Section resides in Cook County, and the 
other in the downstate area, and it is desirable 
for Chicago members to write the Chicago officer, 
and the downstate doctors should write the down- 
state official in order that the papers may be 
fairly well divided between the two groups. 

The matter of. selecting speakers to appear on 
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the Scientific Programs lies entirely in the hands 
of the section officers. They alone should be 
contacted by any member desiring to appear on 
the programs. 

There will be a number of speakers scheduled 
to appear at general sessions, which means that 
all sections will join for a meeting, and have 
subjects scheduled which are not highly technical 
but of general interest to all physicians. 

In writing to the proper section officer you 
should send your name and address, the title 
and subject you desire to discuss and an outline 
or synopsis of the subject matter of your paper. 
This will better enable those who are responsible 
for the development of the program to make a 
selection for a well balanced group of papers. 

The section officers who are responsible for the 
selection of papers to be scheduled before their 
respective sections, the local committees of the 
Peoria Medical Society and their Committee on 
Arrangements, and the officers and committees 
of the Illinois State Medical Society are all 
anxious to arrange an outstanding meeting to 
celebrate the one hundredth anniversary of the 
founding of the Society. 

There will be an unusual number of fine scien- 
tific exhibits of general interest to physicians. 
In addition, the Hall of Health will be held in a 
separate building a few blocks away from the 
meeting places. This group consists of dozens 
of health exhibits of interest to the public. There 
will be no admission charge. It will be widely 
publicized in and around Peoria. 

The preliminary program for the 1940 annual 
meeting will be published in the April ILt1notIs 
MepicaL JourNnaL. The official program will 
appear the following month. This means that 
the officers of sections who are responsible for 
the development of the various programs must 
get their speakers as early as possible. 


DISTRICT COURT IN TEXAS RULES 
STATE MAY REQUIRE CITIZEN- 
SHIP IN LICENSURE OF 
PHYSICIANS 


Citizenship may lawfully be required by the 
state of Texas of an applicant for a license to 
practice medicine, as a condition precedent to 
the issue of a license, in the opinion of the dis- 
trict court of Travis County, Texas, in a case 
brought by a citizen of Mexico.! Such a require- 
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ment was held not to deprive an alien of any 
right guaranteed him by the Federal constitu- 
tion. As far as available records show, this is 
the first time that a court has been called on 
to pass directly on this question. Under the 
provisions of the constitution a state cannot deny 
to an alien the right to follow a “common occu- 
pation” under the same conditions that it im- 
poses on citizens. The practice of medicine, the 
Texas court observed, is not “a common occupa- 
tion” but is a profession impressed in many in- 
stances with semiofficial duties. 

Physicians have duties in connection with 
many important matters relating to the public 
welfare: duties in connection with governmental 
birth, sickness and death records; with the execu- 
tion of certificates of inability of witnesses, or 
even of the defendant, to attend trial; with mat- 
ters relating to communicable diseases and quar- 
antine; with the execution of certificates of free- 
dom from disease, required by law in connection 
with the issuance of marriage licenses, and with 
the enforcement of state and federal narcotic 
laws, and many other duties of similar nature. 
All these duties are imposed on physicians by 
the government in the furtherance of policies 
adopted by the state for the welfare of the people 
as a whole. A physician who is a citizen will 
be better able to cooperate with the state in carry- 
ing out its policies than a physician of foreign 
allegiance and training who is unfamiliar with 
the ideals and institutions of our country. 

In epidemics, the court pointed out, the closest 
cooperation is required between the medical pro- 
fession and various governmental agencies. The 
virtual end of epidemics of many diseases, such 
as cholera and smallpox, has resulted from the 
close partnership that has been maintained be- 
tween the practicing physicians and administra- 
tive agencies of the state and federal govern- 
ments. For the preservation of gains that have 
been made and in the furtherance of similar ob- 
jectives, the court thought that the legislature 
had a perfect right to declare it to be of utmost 
importance that the practice of medicine be lim- 
ited to citizens. Again, in time of war the serv- 
ices of physicians constitute a necessary and most 
important link in our fighting forces; the court 
thought that physicians who have not signified 
a belief in the fundamental ideals of this country 
would be in a position to exert a subversive in- 
fluence tending to undermine and destroy those 
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ideals and to thwart the attainment of the objec- 
tives for which we might be fighting. For these 
and other reasons the court felt that it was within 
the police power of the state to deny to aliens 
the right to practice medicine to the end that 
public health, safety and morals might be fur- 
thered and preserved. 

The court, incidentally, expressed great diffi- 
culty in understanding why Texas had ever per- 
mitted examinations for medical licensure to be 
conducted in any language other than English, 
believing a thorough knowledge of our language 
to be of prime importance to a physician if he 
is fully to understand the information imparted 
by a patient and if he is adequately to give in- 
structions to that patient. J. A. M. A., Oct. 14, 
1939, 





CITIZENSHIP AS A CONDITION PRE- 
CEDENT TO MEDICAL LICENSURE 
IN THE UNITED STATES! 


Numerous alien physicians, and particularly 
physicians from Germany and the nations it has 
taken over, have been coming into the United 
States during recent years for permanent resi- 
dence. In some states difficult situations have 
been created. During the eight Federal fiscal 
years immediately preceding June 30, 1938, 
3,165 immigrant physicians arrived, of whom 
1,221 came from Germany and Austria?. During 
the following fiscal year, which ended June 30 
last, immigrant physicians numbered 1,384, of 
whom 819 came from Germany, which during 
that year included the area formerly known as 
Austria. During the fiscal year 1931 immigrant 
physicians numbered 329, while during the fiscal 
year 1939, just ended, they numbered 1,384. 

How and where these 4,549 alien physicians 
are now located, what they are doing and what 
their prospects are of establishing themselves in 
the practice of their profession, if they have not 
already done so, is not known. Those who have 
not yet become United States citizens or even 
taken out first papers are confronted by statutes 





1. The data in the table and accompanying it, so far as they 
relate to statutory requirements, have been compiled by the 
Bureau of Legal Medicine and Legislation from the statutes 
of the several states. The data relating to regulations promul- 
gated by state boards of medical examiners have been com- 
piled from information supplied the Council on Medical Edu- 
cation and Hospitals of the American Medical Association by 
the boards of medical examiners of the several states. 

2. Immigration of Alien Immigrant Physicians, J. A. M. A. 


112: 737 (Feb. 25), 1939. 
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STATUTES AND REGULATIONS GOVERNING LICENSE TO PRACTICE 
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and regulations which, except in four states and 
the District of Columbia, will bar them from 
licenses to practice. The various statutes and 
regulations in force governing the matter are 
herein briefly summarized.—J. A. M. A., Oct. 
14, 1939. 





1. In Alabama and Delaware, citienship is required of gradu- 
ates of foreign medical schools. 


2. In Georgia, persons who had resided in the state for at 
least three months prior to March 23, 1939, who were gradu- 
ates of a medical school approved by the Association of Ameri- 
can Medical Colleges or the State Board of Medical Examiners 
of Georgia, who had practiced in a foreign state or country for 
at least twenty years and who had filed first citienship papers 
may be issued temporary permits valid for six years. If at 
the end of that period full citienship is not obtained, no further 
license may be issued. 


3. In Louisiana, temporary permits may be issued to appli- 
cants who have taken out first naturalization papers. By board 
ruling, licentiate must obtain full citizenship within the time 
limit prescribed by the federal law on penalty of withdrawal of 
temporary permit. 

4, In New Hampshire, citizenship is required of all appli- 
cants except citizens of “fa Canadian province in which like 
privilege is granted to citizens of the United States,” 


5. In Iowa, citizenship is required of graduates of foreign 


medical schools, except Canadian schools, 

*6. In Minnesota, citizenship is required of all applicants 
except citizens of Canada, 

7. In Illinois, the law provides that an applicant shall 
have obtained first citizenship papers “or having made such 
declaration of intention, has filed a petition for naturalization 


within thirty days after becoming eligible to do so.” 


8. In Massachusetts, licentiate must complete naturalization 
within five years or else the license is revoked. 


9. In New York, licentiate must obtain full citizenship in 
ten years or else his license is revoked. 

10. In Rhode Island, by board regulation, licentiate must 
obtain full citizenship within five years. 

11, In Wisconsin, the law provides that an applicant who 


by reason of his nationality is inteligible to citizenship, who was 
a graduate of a reputable professional college in the United 


States prior to June 22, 1933, and who possesses all other 


WILBER E, POST—DEAN OF RUSH 
MEDICAL COLLEGE 


Appointment of Dr. Wilber E. Post as Dean 
of Rush Graduate School of Medicine was an- 
nounced November Ist, by President Robert M. 
Hutchins of the University of Chicago. 

Dr. Post, a noted internist who is one of 
Chicago’s leading physicians, has long been as- 
sociated with Rush. A graduate of the Univer- 
sity of Chicago, he received his M. D. from Rush 
in 1903, and has been a member of the faculty 
since 1905. He has been clinical professor of 
medicine for the past 20 years, and is the presi- 
dent of the staff of Presbyterian Hospital, which 
is one of the teaching hospitals of Rush. 

Dr. Post has been a member of the Board of 
Trustees of the University of Chicago since 1919, 
but under the practice of the Board his accept- 
ance of the administrative position required his 
resignation as trustee. 

In conformity with a policy announced as 
early as 1916, but never put into effect, the Uni- 
versity recently announced that undergraduate 
medical education (which leads to the M. D, de- 
gree) would be discontinued at Rush after 1942. 
As the Rush Graduate School of Medicine, the 
school will emphasize research and post graduate 
training in the various fields of specialization. 
This graduate work will begin as soon as plans 
can be fully formulated under the leadership of 


Dr. Post. 


qualifications to secure a license, and at least one of whose 
parents is a native of Wisconsin, shall be licensed. 
12. In Colorado and Maryland, first citizenship papers are 


required of graduates of foreign medical schools. 
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In the midst of all the discussion and argu- 
ment anent State Medicine, the eight point 
platform announced by the American Medical 


Association in the press of November 18, is most 


timely and assuring. One of the criticisms of 


Organized Medicine heard most frequently is 
the lack of any definite plan or outline in regard 
to the care of the low income group. Those of 
us who are moderately well informed know that 
there are many different plans for the care of 


the low income group in use in different parts of 
the United States at this time, some of them 


have been very successful, even though a similar 
plan is not successful in another community. 


The Trustees of the A. M. A. have answered 
some of their critics by the outline recently an- 
nounced and since it is the adoption of a new 
policy, we believe that it is worth while to re- 
print the eight point outline, even though we 


know that the majority of the medical profes- 


sion of the state have at least seen the same 
even though they have been too busy to have 
read it carefully, Having it a Journal makes 
it semipermanent and gives an opportunity to 


read it at leisure. 


As printed in the Chicago Tribune on Novem- 
ber 18, 1939, it read ‘as follows: 

1, The establishment of an agency to coordi- 
nate and administer all medical and health func- 
tions of the federal government exclusive of the 
Army and Navy. 

2. Allotment of such funds as congress may 
make available to any state in actual need. 

3. Adoption of the principle that public health 
and medical] service to the sick is primarily a 
local responsibility. 

4. Development of the mechanism for expand- 
ing preventive medical service with local deter- 
mination of needs and control of administration. 

_5. Extension of medical care to the indigent, 
with local determination of needs and control 
of administration. 


6. Utmost utilization of already established 


medical and hospital facilities in any extension 
of medical services to the people. 

7%. Continued development of the private prac- 
tice of medicine subject to such changes as may 
be necessary to maintain the quality of such serv- 
ices and to increase their availability. 

8. Expansion of public health and medical 
services consistent with the American system of 
democracy. 

The outstanding features of the above is the 


contention that care of the indigent should be a 


local rather than a national responsibility and 


also that the private practice of medicine should 
be continued. A recent article in the United 
States News as follows: “Inner Circle planning 
for new lend-spend program is under way.” 

To be urged on the President are: 1. A new 
public works program, 2. More liberal old age 
pension plan, 3. Aggressive support for a na- 
tional health plan, 4. Continued WPA, 5, 
government supported private to make invest- 
ments in small business. 

\t has been suggested by a group in Wash- 
ington that the A. M. A. should outline a Bill 
to be substituted for the so-called Health Bill 
(S. 1620), but the officers of the A. M. A. have 
continued to refuse any such action. However 
the outlining of the above platform is a move to 
meet the demand above stated and may be the 
opening wedge of a new policy in the organiza- 
tion. With the Federal Security Administrator, 
Paul V. McNutt apparently in charge of the na- 
tional Health Program and the nearing of a 
national election, in which he is quite interested, 
we can expect great activity on that front and 
with the bills of Wagner and Capper left over 
from the last Congress plus another bill prom- 
ised by Senator Taft, who also is greatly inter- 
ested in the coming election, the medical profes- 
sion can expect real activity soon after the 20th 
of January, 1940. We still have about two 
months to contact our Senators and Representa- 
tives while they are home celebrating the holi- 
days, repairing their political fences and finding 
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out how the people back home really feel about 
things. The fact that they paid no attention to 
the public in the recent session on Neutrality, 
does not mean that they are all back under con- 
trol. There still is educational work to be done 
among them by the medical profession. But 
when they are approached by a member of the 
medical profession, said member must be pre- 
pared with definite facts and information, so 
that he can answer the questions he will be 
asked, 

The California Plan for state-wide voluntary 
health insurance apparently has begun to have 
difficulties. The physicians of Sacramento 
County having refused to cooperate under the 
plan, advancing the reason that they did not be- 
lieve in the workability of the plan. This failure 
on the part of the physicians of Sacramento 
County to cooperate under the plan will, of 
course, cause great technical difficulty in the fur- 
nishing of service to the 4,600 residents of said 
county who are subscribers to the plan. As yet, 
no definite plan on the part of California Physi- 
cians Service to meet this problem has been an- 
nounced. Without going into the cause of the 
rejection of this plan by the physicians of Sacra- 
mento County or to repeat the importance of all 
physicians working together now as no other 
time, one must wonder whether the plan was ade- 
quately sold to the medical profession or whether 
it was passed too rapidly and in a manner of 
speaking crammed down the throats of some of 
the profession who either were not sold on the 
proposition or withheld their criticism until the 
entire plan was unfolded at which time they 
made up their minds that the proposed plan 
would not work and accordingly refused to co- 
operate. Again, it must be emphasized that there 
is much educational work to be done within the 
profession and that the members are individuals 
unaccustomed to be dictated to. Possibly a little 
more time to explain the plan to the rank and 
file of the profession, who after all are the ones 
who will render the service, rather than the small 
group of leaders, who often are specialists and 
become so enthusiastic over their brain child, 
that they lose the perspective of the general prac- 
titioners, and insist on the acceptance of their 
judgment. Often a little patience will bring 
over the more obstinate objectors to the plan, 
whom we must admit may be right. 


The Kansas City Medical Journal, edited by 
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E. H. Skinner M. D. has a most excellent edi- 
torial in the November issue under the heading 
“Stick to your Guns.” We suggest that all of 
you to whom this article is available read the 
same. We are making an effort to obtain per- 
mission to print the same in the January issue 
of our Journal. 

A preliminary report has been made by the 
Sub-Committee of the Medical Economics Com- 
mittee on the subject of Voluntary Health In- 
surance Plans. This subject was assigned to the 
Committee on Medical Economics in accordance 
with a resolution presented at the last meeting 
of the house of delegates at Rockford, with in- 
structions to study and present a report with 
recommendation for a plan for Illinois at the 
1940 meeting in Peoria. The Committee has 
done a large amount of work and still are very 
active, 

The subcommittee will report to the entire 
Committee at the January meeting of the Coun- 
cil. At that time a beginning will be made in 
outlining a plan and the report to be presented 
to the House of Delegates in May. Please read 
this report and if you have any comments or 
recommendations to make, write to W. M. Hart- 
men, M. D., at Macomb, Illinois. 


E. S. Hamilton, M. D., Chairman. 


REPORT OF SUBCOMMITTEE 
KE. 8. Hamilton, M. D., 
Chairman Committee on Medical Economics, 
Kankakee, I)linois. 

The report of your Sub-Committee appointed 
to study Voluntary Sickness Insurance Plans fol- 
lows: 

Acting on the suggestion of the Council, that 
an effort be made to determine if possible what 
the members of the medical profession of [linois 
thought about Sickness Insurance, a short ques- 
tionnaire was prepared and sent to the secretaries 
of all County Medical Societies. It was thought 
that a simple short form with a few questions 
and a space for discussion and suggestions would 
be most practical. 

To date replies have been received from 1/38 
of all sent out. The replies have not, as yet, 
been tabulated and finally analyzed. Some inter- 
esting things are appearing however. 

The acknowledgments have come for the most 
part, not from the larger centers and better or- 
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ganized societies, but from the smaller, more 
remote counties. 

One man writes: “In a county such as ours, 
made up mostly of agricultura] people, we hear 
very little about such things.” I believe that 
answer in itself reveals the need for educating 
our members in matters economic and I further 
believe that one of the greatest benefits from the 
questionnaire will be its educational value. 

So far all prefer Voluntary Sickness Insurance 
except one secretary who “personally prefers 
Compulsory Health Insurance because poor peo- 
ple will not do so voluntarily. However, I be- 
lieve it impractical and unenforceable and there- 
fore think that Voluntary will be best.” 

There is recurring reference to the indigent 
group and the need for more attention to the 
problems of their medical care. 

I believe this questionnaire shows to date that 
physicians and public need to be better informed 
on the subject of Sickness Insurance. I believe 
that the questionnaire in itself has educational 
value in stimulating interest along this line. 
and it also shows that in our zeal for the study 
of new problems we must not overlook the prob- 
lem of the indigent, which continues in an acute 
state in many communities. 





MEDICAL SERVIBE BUREAUS 


In 1937 this Committee made a study of 
Credit and Credit Rating and Collection Bu- 
reaus in Illinois, and it was found that there 
were in operation at that time in the State three 
Medical Service Bureaus. Many County Medical 
Societies maintained Credit Rating Departments 
where “dead beats” were listed, and some also 
added Collection Departments to their activities. 

Medical Service Bureaus gradually developed 
throughout the States during the depression out 
of the need of persons in low income groups for 
assistance in meeting their needs for Medical 
Services. These organizations were developed in 
County Medical Societies by alert physicians who 
saw that patients in the group needed assistance 
and advice in budgeting medical bills, and that 
physicians, also, needed help in judging’ a pa- 
tient’s ability to pay. 

However, all of these plans were post payments 
plans. They made it possible for a patient to 
make arrangements for the payment of Medical, 
Dental and Hospital expenses on a deserving 
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basis of what they could afford to pay. They 
were important and helpful agencies in the com- 
munities where they served. 

They prevented pauperization of those who 
could not pay medical fees in full but who could 
make partial payments. 

About the same time schemes or plans for pre- 
payment of medical service on a monthly or an- 
nual basis began to be the subject of discussion 
and it is most interesting to note that the medical 
profession in the consideration of this phase of 
furnishing medical services has experimented 
with more plans than the most severe critics of 
the profession have ever dreamed of. 

The first successful operation of Medical Serv- 
ice Bureaus by County Medical. Societies began 
in the states of Oregon and Washington about 
eight years ago. This condition of affairs came 
about as the result of a provision in the Work- 
man’s Compensation laws in those States, which 
permits a deduction from employees’ wages to 
provide medical attention for compensable in- 
juries and disease. 

This provision of the law brought into exist- 
ence private corporations and hospital. associa- 
tions, who contracted with employees and em- 
ployers to provide the required legal medical 
attention and who then in turn employed physi- 
cians, hospitals, nurses, druggists and dentists 
to furnish such attentions. These corporations 
then went a step further and added non-com- 
pensable injuries and diseases to their scheduled 
medical services all to be paid for on contract 
by pay roll deductions. 

Evils and abuses arose under this system which 
became so great that medical societies were forced 
to develop their own organization, the Medical 
Service Bureau, in order to overcome and correct 
these difficulties. 

One of the most successful and outstanding of 
these Western Medical Service Bureaus is Wash- 
ington State Medical Service Bureau. This or- 
ganization is an activity of the Washington State 
Medical Society serving as its business arm. It 
operates by organizing County Medical Service 
Bureaus sponsored by the State Medical Society 
supervised by the County Medical Society under 
full time lay management. A special committee 
of physicians acts as a Board of Control, auditing 
bills, settling disputes, taking care of “chiselers”, 
ete., etc. 

All local control is by the counties. All offices, 
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State and local, are physicians. There are no 
lay members except manager employees. They 
have the power to make contracts for medical 
services with large and small companies, usually 
union controlled, for employees medical services. 
Individual members are not taken. 

The services these Bureaus offer to the pro- 
fession differ in different counties but for the 
most part are as follows: 

1, Private collection agency for doctors. 

2. Twenty-four hour telephone service. 

3. A Credit Rating Service. 

4. Provide a Medical Library. 

5. Provide funds for political purposes. 

6. An instrument for peace making among 
physicians and members. 

7. Securing contracts for medical services for 
members. 

Each corporation is a non-profit corporation. 
Its membership is composed of a group of volun- 
tary members of the local County Medical So- 
ciety. The membership in some of the counties 
is high in the nineties. 

Sometimes the receipts fell behind the bills 
presented and some physicians’ bills could not 
be paid at all. It then became necessary to 
change the plan for paying physicians’ bills to 
one where the bills could be prorated. Such a 
plan of payment is known as the Unit System 
of Payment. All these Bureaus in Washington 
now operate under the unit method of payment. 

These organizations have been very successful 
in their operations in the State of Washington 
and now have a valuable background of eight 
years of experience in this field. They have 
managed to keep control in the hands of the 
Medical Profession and activities on the receiv- 
ing end. W. M. HARTMAN, M. D. 


Chairman Sub-Committee on Medical Economics. 





Correspondence 


CONTRIBUTIONS OF THE CHICAGO 
MEDICAL SOCIETY TO THE 
PUBLIC WELFARE 

Dr. Saunders: Dr. Maple, I know that during 
the two years you served as Secretary of the Chi- 
cago Medical Society many items must have 
come to your attention of which you could ad- 
vise me, and at the same time give our listeners 
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a general idea of some of the activities of the 
Chicago Medical Society. 

Dr. Maple: Yes, our organization is a very 
active one, and the greater part of its activities 
are directed toward the goal of better health and 
hygienic conditions for the citizens of our com- 
munity. 

Dr. Saunders: The Chicago Medical Society 
being the Medical Society of Cook County, is 
therefore a component part of the Illinois State 
Medical Society and in that way contributes to 
the activities of the Illinois State Medical So- 
ciety, so that when we speak of the activities of 
either society we understand that they are the 
combined activities sponsored by both organiza- 
tions. The Illinois State Medical Society through 
its Educational Committee maintains an office 
and a full time Secretary here in Chicago. Will 
you tell us of some of their activities? 

Dr. Maple: During the last ten years this 
committee has furnished literally thousands of 
speakers for public meetings such as Parent- 
Teacher Associations, Service Clubs, Women’s ~ 
Clubs, Teachers’ Institutes, Schools and Colleges, 
on interesting and timely health topics. Through 
the generosity of the broadcasting systems, this 
committee has been able to supply regular radio 
programs devoted to public and personal health 
problems. They furnish a health column for 
Illinois newspapers and loan package libraries 
of material on health subjects. The public li- 
braries of our State obtain much of their mate- 
rial pertaining to health items from this com- 
mittee. 

Dr. Saunders: Then any organization in the 
State wishing to hear an address on some health 
subject could obtain a speaker from this bureau? 

Dr. Maple: Yes, they are glad to furnish 
speakers well informed on the problem confront- 
ing the particular organization requesting the 
speaker, and all the group needs to do is to com- 
municate with the committee, telling them of 
the subject they wish to have discussed and the 
committee will suggest a speaker especially well 
equipped to talk on that particular topic. 

Dr. Saunders: The Maternal Welfare Com- 
mittee has been very active for several years 
studying methods to reduce maternal and infant 
mortality. I know our audience is vitally inter- 
ested in your report of progress in this direction. 

Dr. Maple: One of the outstanding problems 
in medicine today is the improvement of ob- 
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stetrics. A nation wide movement in this direc- 
tion resulted in the recent obstetrical congress 
held in Cleveland, where almost 3,000 physicians 
met to discuss the various plans. Already in 
effect in Clicago is a plan which covers all hos- 
pital cases, all physicians doing work in the 
hospitals and the hospitals themselves. 

The hospitals are now co-operating in the best 
available obstetrical care, physicians are asking 
consultations before every obstetrical procedure 
of any serious consequence, and the routine is 
under regular and complete supervision of the 
Board of Health. 

A very harmonious procedure has been worked 
out, practical ideas which would prevent infec- 
tions in women, provide for the obstetrical emer- 
gencies when they arise and gives the new born 
baby every advantage offered by the modern hos- 
pital of today. 

The result after working under this plan has 
been most happy. Chicago today enjoys the low- 
est death rate for mothers of any city in the 
United States and a rate as good as any nation 
in the world. The rate for new born babies is 
as low or lower than any other large city or 
nation in the world. 

A continuation of this fine record is guar- 
anteed by a permanent committee which meets 
regularly and is very alert to any new develop- 
ment which might even better the present 
situation. 

Dr. Saunders: While you catch your breath, 
let me remind our listeners of the work of our 
Advisory Committee to the Chicago Relief Com- 
mission. The medical care of these unfortunate 
relief clients is a colossal task. We feel that 
through the cooperation of the Chicago Relief 
Commission and the Advisory Committee ap- 
pointed by the Chicago Medical Society, that the 
relief clients of our city get the best medical 
care furnished such clients by any large city in 
the nation. Through this same cooperation 
abuse and extravagance have also been avoided. 
Under the program as worked out here a relief 
client who becomes ill may notify his district 
relief office of the need of medical attention. If 
he has a family physician he will be called, if he 
has no physician he may choose one from a panel 
of local physicians who have agreed to take such 
calls. Whichever physician is called, makes the 
visit, renders care, writes orders for drugs and 
medical supplies which are purchased at a local 
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pkarmacy, and paid for by the relief commission. 
If hospitalization is required it is arranged for. 
Obstetrical cases get very careful prenatal and 
post-partum care, and all physicians who care 
for relief clients attempt to give them the same 
high grade service they render their regular pa- 
tients. This Advisory Committee of busy physi- 
cians have given up their time to hold a three 
hour meeting with representatives of the Relief 
Commission every two weeks, winter and summer 
for the last five years. At these meetings they 
review the work being done by over 2,500 Chi- 
cago physicians rendering service to relief clients 
to assure themselves that the service rendered is 
of the highest type obtainable, and that the funds 
of the taxpayers are conserved. 

Dr. Maple: There are many other committees 
of our society which render services of inesti- 
mable value to the welfare of our community. 
Our Committee on Public Health Administration 
in coordinating the activities of the medical pro- 
fession and our local health department has 
waged an unending battle against the contagious 
diseases by constantly urging parents and physi- 
cians to take advantage of all newly developed 
prophylactic measures such as vaccination against 
smallpox, innoculations against typhoid fever, 
diphtheria, scarlet fever and whooping cough. In 
conjunction with our Venereal Disease Commis- 
sion they have done much to fight the menace 
of venereal diseases in Chicago. They have given 
post-graduate courses and demonstrations for 
physicians in the detection and treatment of 
these conditions, and have cooperated with our 
Health Department and public health officials in 
their campaign to wipe out this public menace. 

Dr. Saunders: Through our Scientific Service 
Committee and the Educational Committee short 
post-graduate courses are arranged for physicians 
all over the State, so that by constant education 
and stimulation of physicians throughout the 
State those physicians render strictly modern 
service, giving the citizens of our city and State 
advantage of all new medical discoveries and 
practices. In this way our Society brings post- 
graduate study right to the door of the busy 
physician who cannot always arrange for relief 
from his work long enough to go away to some 
distant school to take a post-graduate course. 
The patients of physicians who attend these 














ee a ee ed 


> 


—a Oo wy OD we DR ee DOD 


oo @ rea 











December, 1939 


meetings reap the benefit from the new things 
he learns. There is nothing about our profession 
which touches me as much as the fact that we 
never attend a medical meeting without seeing 
numbers of physicians with aged brows and snow 
white hair listening carefully to pick up some 
new idea, or hear of some new discovery which 
they may take home with them to relieve the 
suffering or save the life of some patient under 
their care. 

Dr. Maple: That’s very true, and we must not 
forget the many things people learn from our 
scientific exhibits, and our displays in the Hall 
of Health arranged at all of our State conven- 
tions. These exhibits attract thousands of people 
who go away much better informed on many 
health subjects. These exhibits are made up of 
posters, models, charts, movies and diagrams in- 
forming the public of ways of combating many 
enemies of health such as automobile accidents, 
accidents of children at play, contagious diseases, 
tuberculosis, cancer, pneumonia, heart diseases, 
electrical shock, burns, asphyxiation by gas or 
carbon monoxide. 

Dr. Saunders: Through our Legislative Com- 
mittee hours, days and weeks of time is spent in 
protecting the citizens of our State from the 
enactment of various laws which would be detri- 
mental to the public health. Many attempts 
have been made to lower the educational require- 
ments for persons licensed to treat the sick. All 
of these attempts have been opposed by our 
Society. 

Dr. Maple: The Students Advisory Committee 
meets regularly with students in Chicago’s great 
medical schools and renders them advice and as- 
sistance in their educational problems. The Hos- 
pital and Clinic Committee helps maintain a 
high standard of service in hospitals and clinics 
in Chicago and augments the teaching facilities 
in these institutions for internes, students and 
post-graduate students. Many public meetings 
are held each year, both by our Society and its 
Woman’s Auxiliary, with educational programs 
and speakers of national reputation stimulating 
the interest of the public in health matters. 
Our Cancer Committee in conjunction with the 
Woman’s Field Army on Cancer Control main- 
tains a constant attack on the cancer menace. 

Dr. Saunders: To summarize then, there is 
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nothing the Chicago Medical Society and Illinois 
State Medical Society leaves undone which might 
be done by their members to improve the edu- 
cation of their profession, and for the protection 
of the health of our community. We are con- 
stantly on the alert, and forever striving to main- 
tain the highest possible standards of education 
of those engaged in the healing arts. We are 
constantly striving to keep our citizenship alert 
to the dangers of the enemies of health, and to 
keep both physicians and the public educated as 
to the most efficient ways of combating those 
enemies. tht 
Dr. Maple: As President-elect of our Society 

I can assure you our efforts to protect the public 
health will be continued and augmented. 

Frank Maple, M. D. 

H. Prather Saunders, M. D. 





LAITY APPRECIATES EDUCATIONAL 
COMMITTEE ACTIVITIES 

Comments from laity regarding health educa- 
tional material sent by Educational Committee 
of Illinois State Medical Society : 

High School—*Please place my name on your 
mailing list for any material of interest to high 
school girls.” 

Health Education Teacher, High School— 
“Please send the weekly articles for study in 
health educational classes.” 

Principal High School—“Please place me on 
your mailing list for your ‘Weekly News Re- 


lease.’ ” 


Nurse—“I would like very much to receive 
the articles published by your society for editorial 
comment or publication. I am a registered nurse 
and an assistant instructor at ........ Hospital 
School of Nursing; and having read some of 
your articles, I find them very interesting and 
useful.” 

Supt. County Adult Education—“Your excel- 
lent materials on health have come to our at- 
tention through our Home Bureau office. We 
feel that they would be very valuable for use 
in our Adult Education Classes in this county, 
notably Parent Education, Naturalization and 
Adult Elementary Classes. May we ask to be 
placed on your mailing list?” 

Health Chairman, P. T. A—‘“Kindly put me 
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on your mailing list that I may receive your 
radio talks, also your heulth articles. As Health 
Chairman of the ........ High School P. T. A. 
I hope to benefit by this information.” 

Club Woman—“Have been reciving your liter- 
ature for the past three weeks and want to ex- 
press my appreciation for same.” 

Teacher—“I am receiving the articles you send 
out on health and find them useful in teaching 
my W. P. A. classes in Parent Education. Thank 
you and please continue sending them.” 

Chicago Teachers College, Dept. of Physical 
Education—“I have just this morning received 
a copy of the radio program listed in your 
‘Timely Health Topics’, and wish to thank you. 
Please be sure to keep my name on your mailing 
list for similar announcements as I find them 
most valuable in teaching my course in Health 
Education. If it would be possible for you to 
send me fifteen additional copies of this bulletin, 
for teacher use, 1 would appreciate receiving 
them.” 

Director, Department of Physical Kducation 
for Men, Indiana University—“1 wvuld appreci- 
ate it very much if you would place my name on 
your new mailing list, so that I can receive the 
articles from your educational commiitee. I 
have been placing these materials on display in 
our health and safety workshop, and have heard 


favorable comment upon them. I have also re- 


ferred to these materials from time to time in 
both my graduate and undergraduate classes. I 


think these materials represent a type of work 
which is becoming of more and more prominence 
and which will undoubtedly do much good.” 

School Nurse—“I find that your publications 
are very interesting and educational and I am 
keeping them for binding. I think that the 
teachers in our schools here in Harrisburg would 
also be interested in receiving these bulletins. I 
do not know what your policy is in regard to 
sending out these publications, but I am enclos- 
ing a school directory and if you could put all 
or part of them on the mailing list, it will be 
greatly appreciated. 

“Tf you do not find it possible to put all on 
the mailing list, perhaps you can arrange to 
place our principals on. 

“Thank you for your courtesy in sending me 


your material.” 
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THE WAGNER ACT SHOULD BE 
DEFEATED 
Chicago, Ill., Nov. 3, 1939 

lo the Editor: Testimony given before the 
Senate Committee during the hearing on the 
Wagner Act shows that the Act is too defective 
to receive the approval of the medical profession. 
The Act as conceived at present will not improve 
the distribution of medical service and will oper- 
ate in the end to the disadvantage of the public 
and the profession. As the Act stands it appears 
to be so defective that it cannot be rendered satis- 
factory by amendments. 

However, should the profession take an en- 
tirely negative stand regarding some of the aims 
of the Act? An entirely negative position holds 
either, 1, that nothing is wrong with the dis- 
tribution of medical service in our country ; or 2, 
that something is wrong but it cannot be rem- 
edied by Federal legislation. A positive and 
probably a constructive stand would be, 3, to 
write an Act that would improve the distribution 
of medical service and at the same time prevent 
(a) the pauperization of the patient, (b) the 
nullification of the patient-physician relationship 
and the right of a patient to choose his physician, 
(c) interference with private initiative, and (d) 
the introduction of politics into medical service. 

Proposition 1, namely, that nothing is wrong 
with the existing distribution of medical service 
is a proposition difficult to defend satisfactorily. 
The choice lies between proposition 2 and 3. 
Proposition 2, namely, that something is wrong 
and it cannot be remedied by legislation but only 
by an improvement in the general economic con- 
dition of the public, is defensible and easily de- 
fended. In addition, it may be true. That is 
it may be impossible to write and operate any 
legislation which would meet the demands of 
proposition 3. How to keep out politics and how 
to insure the patient-physician relationship 
which is of great practical importance in the 
maintenance of the best medical service are real 
and very important questions, So it may be true 
that proposition 2 is correct and proposition 3 
is only a hope. However, the defenders of propo- 


sition 3 can say to the defenders of proposition 2 


that an Act following the ideas of proposition 3 
should be tried, and if it cannot be administered, 


then let us repeal it. 
The Wagner Act should be defeated if for no 


other reason than because the advice of the medi- 
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cal profession was not sought when it was writ- 
ten, but was ignored, and because this means its 
failure regardless of any good points it may 
possess. To make a medical service act work it 
must have the support of the majority of the 
profession. Those persons who believe that the 
distribution of medical service can be improved 
should ask the profession how such can be best 
accomplished. Instead the proponents of the 
Wagner Act have broken into a china shop and 
have caused a great deal of damage. The medical 
profession cannot be forced. It can be persuaded 
by facts and is willing to conduct experiments, if 
there is no possibility of the experiment creating 
more harm than good. And no group is better 
able to determine the prognosis of an experiment 
in medical practice than the physicians them- 
selves. Since the profession is involved, it should 
decide what it is going to do. If the profession 
adopts propositions 1 or 2, it subjects itself to 
the criticism of adopting an obstructionist atti- 
tude, To avoid this criticism and to attack di- 
rectly the problem of the distribution of medical 
service in a satisfactory way, the profession must 
provide a plan. Such a plan if adopted should 
not be an all inclusive one. It should involve 
preferably only one or two advantages to be ac- 
complished. To propose and to adopt such a 
plan would not necessarily amount to the ack- 
nowledgment of defeat to those who believe that 
medical practice should be immediately and for 
all time socialized. To adopt such a plan might 
be the opening wedge for the on-rush of social- 
ized medicine, and this cannot be minimized. 
Whether it would constitute an opening wedge 
would depend entirely on the stalwartness and 
solidarity of the profession or its ability to pre- 
vent the enactment of “half-baked” or ill-advised 
additions to the primary act. The primary act 
may work so well or so poorly as to stop any 
attempt toward socialization of medical practice. 
And, any act to improve the distribution of med- 
ical service, if properly safeguarded and admin- 
istered, does not necessarily mean socialization. 
Tf socialization is going to occur, will it not be 
better for the public and the profession if the 
socialization process is directed and supervised 
by the profession ? 

The foregoing statement represents an attempt 
to analyze the issues surrounding the Wagner Act 
and are not intended to state the individual 
opinion of the author. 
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Summary: '‘he Wagner Act should be de- 
feated. But while the defeat of the Wagner Act 
is being sought the profession should prepare and 
be prepared to answer the following questions: 
1. Is the distribution of medical practice in the 
United States all that it should be? 2. If not, 
can it be remedied by Federal legislation? 3. If 
it can be, is it possible for the profession to write 
an Act that would operate advantageously to pub- 
lic welfare? 4. If possible, should the objective 
be general and all inclusive or should it be very 
specific in nature? 

G. B. Fauley, M. D. 





THE FAMILY DOCTOR 
Mt. Vernon, Ill., Nov. 14, 1939 

To the Editor: Fifteen years is a brief period 
of time when compared to the age of civilization. 
To me fifteen years of well guided influence has 
taught the necessity and advantage of the family 
doctor. f 

My parents chose our family physician because 
of many things they liked about him. He was 
a man of character, ability, pleasant personality, 
showed enthusiasm for his work and had a sin- 
cere desire to keep learning the latest medical 
developments. They felt that his decisions could 
be trusted in many ways other than in the prac- 
tice of medicine. He was considered a part of the 
family in sickness, mental troubles and some- 
times domestic problems. 

This family doctor guides my family by advis- 
ing the proper time for prevention against con- 
tagious diseases, by giving serums and vaccines. 
He considers it a part of his duty to inform us 
when infectious diseases are present in our com- 
munity and to tell us what to do to prevent them. 
We keep in regular touch with him, therefore 
it is easy for him to advise us. 

The family doctor must live just as any other 
individual, so let us be careful to not abuse our 
credit standing with him. If credit is well estab- 
lished one will be able to get medical help when 
and where needed. It will create confidence and 
trust which count much in further consideration. 

Serving the sick and injured with their hearts, 
souls and bodies is a religion, in the broadest 
sense, to most doctors. This is proven by the 
uncountable cases of:treating the needy and help- 
less for which the.doctors never hope to be paid, 
They see the need for medical attention and their 
first impulse is to help. 
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Faith in a doctor counts greatly in cases of 
severe illness. If one establishes a personal rela- 
tionship with a doctor he learns to have confi- 
dence in his decision. It is easier to face an 
operation if one trusts the ability and sincerity 
of the physician. It is most consoling in severe 
illness to know the family doctor is doing every- 
thing he can and is eager to call in other doctors 
for decisions when in doubt. 

Public clinics are a great help for many peo- 
ple who are unable to secure the service of spe- 
cialists, but one cannot expect to receive the 
sympathetic and kind attention that a family 
doctor gives. It is to be remembered that few 
medical cases are so complicated that a family 
doctor cannot find the cause of illness. His ad- 
vantages are many because of his intimate knowl- 
edge of the patient and by observation over a long 
period, while the clinic’s specialists can only ana- 
lyze the present conditions. 

The United States today is the healthiest na- 
tion in the world. The lowest death rate as well 
as the lowest sickness rate is to be found in this 
country. Why? Because typical American fam- 
ilies put their health in the hands of the most 
honorable of all professional people, the Family 
Doctors. 

Miss Evelyn Parker, age 14, 
Bluford High School, 
Bluford, Illinois 

Note: Miss Parker was prize winner in an 
essay contest among high school students. Jeffer- 
son-Hamilton County Medical Society sponsored 
the contest. The subject assigned was “The Fam- 
ily Doctor.” More than 300 essays were turned in. 





SOUTHERN ILLINOIS MEDICAL 
SOCIETY 
To the Editor: 

The Southern Illinois Medical Society met 
in Mt. Vernon last week. We had one of the 
best scientific programs in the history of the 
society. The Jefferson-Hamilton County Med- 
ical Society sponsored an essay contest among 
the high school students of this county—the sub- 
ject was “The Family Doctor.” To stimulate 
the interest in this essay contest, we gave three 
prizes. The first prize was $15, second prize $10, 
and the third prize $5. More than three hundred 


essays were turned in. The first prize was won © 


by Evelyn Parker, age fifteen, of the Bluford 
high school. I am enclosing this essay with the 
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request that if you can possibly find space, we 
will appreciate you publishing it. If not, please 
return it to me. 

Dr. John 8. Coulter, of Chicago, appeared on 
our program and made a very interesting talk 
on Physical Therapy and Chronic Arthritis, Dr. 
Coulter reviews the current literature on Phys- 
ical Therapy and furnishes some columns to 
various medical journals. The Physical Therapy 
committee of the state society is so scattered 
over the state that it is not convenient for us to 
meet from time to time but I feel quite sure that 
he would be glad to furnish some material for 
the journal occasionally. Dr. Coulter has agreed 
to help us out in this matter but would like to 
know how much space you could give him. 

Fraternally, 
Andy Hall, M. D. 





NATIONAL PHYSICIANS’ COMMITTEE 
Chicago, Ill., Nov. 2, 1939. 
To the Editor: 

The National Physicians’ Committee for the 
Extension of Medical Service has been organ- 
ized with offices at 700 North Michigan Avenue, 
Chicago. Its Executive Board is composed of 
Edward H. Cary, President, Dallas; A. A. Hay- 
den, Secretary, Chicago; N. 8. Davis, III, Treas- 
urer, Chicago; Irvin Abell, Louisville; F. F. 
Borzell, Philadelphia; W. F. Braasch, Roches- 
ter; John A. Hartwell, New York; Roger I. 
Lee, Boston; Alphonse McMahon, St. Louis; 
E. H. Skinner, Kansas City; C. B. Wright, Min- 
neapolis. Over two hundred physicians have 
joined its Central Committee. 

The reasons for this Committee are to create 
a non-political, non-profit organization to main- 
tain ethical and scientific standards in extend- 
ing medical service to all the people and, in 
cooperation with and the support of the medical 
and allied professions and lay institutions and 
groups, to make more generally known the 
achievements and to safeguard the independence 
of American Medicine. 

With professional support to show just where 
we stand with respect to the social and economic 
problems before us, extensive public support can 
be obtained for this Committee that could not 
be accepted by existing medical organizations. 
The first appeal to some members of the pro- 
fession on a nation wide basis has brought a 
most enthusiastic response. We are sure that 
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this Committee whose literature is or will shortly 
be in your hands, will have the enthusiastic back- 
ing of the medical profession of the State of 
Illinois. 





WOMAN’S AUXILIARY 
HYGEIA REMINDER 

“Keep Illinois Ahead” by subscribing to Hygeia, an 
official publication of the American Medical Association, 
is a project of the Woman’s Auxiliary to the Illinois 
State Medical Society. 

This is a magazine which conveys the most valuable 
health information, serves as a splendid guide for health 
problems and contains many more topics of vital 
interest. 

Hygeia makes a very appropriate Xmas gift for all 
ages. Those who are interested in problems of health 
can not afford to be without it. 

Prizes are awarded to State and County Auxiliaries 
for obtaining the greatest number of subscriptions. Send 
for yours now; the contest ends Jan. 31, 1940. 

Mrs. W. J. Wanninger, 
State Hygeia Chairman. 





OPENINGS FOR PHYSICIANS 


The Sixth Corps Area, comprising the states of IIli- 
nois, Michigan and Wisconsin, has openings for physi- 
cians in the Civilian Conservation Corps, it was an- 
nounced today by Lieutenant General Stanley H. Ford, 
Commanding General of the Second Army and the 
Sixth Corps Area. 

At the same time the General revealed that the War 
Department has provided for an increase of $800 a 
year in the pay of civilian physicians employed in the 
CCC. This increase raises the yearly pay to $3,200 as 
compared to $2,400 formerly paid such physicians. The 
action was taken by the War Department to attract 
highly qualified physicians in order to assure the highest 
type of medical service for the CCC camps. 

“The CCC Service,” remarked General Ford, “offers 
an especially excellent opportunity for young physicians 
to secure experience that is both financially and pro- 
fessionally profitable. Many physicians accept this detail 
for periods of one or two years, during which they can 
save a moderate amount of capital on which to begin 
private practice. 

“Tn making appointments, preference is given to offi- 
cers of the Medical Reserve Corps of the Army, but 
many vacancies occur which are filled by physicians who 
do not hold Reserve commissions. Physicians desiring 
such appointments should communicate with the Sur- 
geon, Sixth Corps Area, Room 1040, U. S. Post Office 
Building, Chicago.” 





MEETING OF INTERNATIONAL COLLEGE 
OF SURGEONS 
The United States Chapter of the International Col- 
lege of Surgeons will hold its Fourth Annual Assembly, 
February 11-14, 1940, in Venice, Florida.. There is no 
registration fee. 
The convention will be under the direction of Dr. 
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Fred H. Albee, of New York City, International Presi- 
dent-Elect, and Dr. Frederick M. Douglass, of Toledo, 
Ohio, President of the United States Chapter. 

For general information please address Dr. Fred H. 
Albee, Chairman, 57 West 57th Street, New York City. 
For information about the presentation of scientific 
papers or exhibits, query Dr. Charles H. Arnold, Secre- 
tary of the Scientific Assembly, Terminal Building, 
Lincoln, Nebraska. 





EXAMINATIONS 
AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 

The written examination and review of case histories 
(Part I) for Group B candidates will be held in the 
various cities of the United States and Canada on 
Saturday, January 6, 1940, at 2:00 P. M. Formal 
notice of the place of examination will be sent each 
candidate several weeks in advance of the examination 
date. No candidate will be admitted to examination 
whose examination fee has not been paid at the Secre- 
tary’s Office. Candidates who successfully complete 
the Part I examination proceed automatically to the 
Part II examination held in June, 1940. Receipt of 
Group B applications for the current examination 
(January 6, 1940) closed October 4, 1939. 

The general oral and pathological examinations (Part 
II) for all candidates (Groups A and B) will be con- 
ducted by the entire Board, meeting in Atlantic City, 
N. J., on June 8, 9, 10, and 11, 1940, immediately prior 
to the annual meeting of the American Medical Asso- 
ciation in New York City. 

Application for admission to Group A, Part II, 
examinations must be on file in the Secretary’s Office 
not later than March 15, 1940. 

After January 1, 1942, there will be only one classi- 
fication of candidates, and all will be required to take 
the Part I and Part II examinations. 

For further information and application blanks, ad- 
dress Dr. Paul Titus, Secretary, 1015 Highland Build- 
ing, Pittsburgh. (6), Pennsylvania. 





A TRIUMPH FOR THE DOCTORS 


The following appeared in the St. Louis 
Globe-Democrat, October 24th. This editorial 
is much appreciated by the medical profession, 
coming from a paper that enjoys a wide cir- 
culation and is read by most of the people of 
the area in which it serves: 

“Federal control of the medical profession, a 
New Deal objective, was thrust far into the fu- 
ture by a United States Supreme Court decision 
in the case against the American Medical Asso- 
ciation, three other medical groups and 21 phy- 
sicians. It refused to review the action of Fed- 
eral Judge Proctor, sitting in the United States 
District Court in the District of Columbia, sus- 
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taining demurrers to the indictment in which 
the defendants were charged with monopolistic 
control of the profession. He ruled that the 
practice of medicine is a profession and not a 
trade, and hence is not within the jurisdiction of 
the Sherman antitrust act. The highest court 
obviously entertains the same opinion. 

“The case was highly important, because it 
involved an attempt by the administration to 
socialize the practice of medicine and bring it 
under government control. The action was 
brought by the Department of Justice in rela- 
tion to Group Health, Inc., a co-operative health 
association in Washington, D. C. It was charged 
that the American Medical Association sought to 
destroy Group Health by threatening to expel 
all physicians affiliated with it; also, that pres- 
sure was exerted on hospitals in the national 
capital to induce them to refuse their services to 
Group physicians. 

Incident to the court action considerable mis- 
information was spread about the motives that 
impelled the Medical Association to take its 
stand. The most senseless argument was that 
the doctors wish to operate as a clique which 
has no concern over the plight of persons in the 
lower income brackets. The thousands of hours 
of service which physicians the country over 
tender without thought of compensation, their 
co-operation in free clines, their willingness to 
adjust fees to fit the pocket-books of persons with 
small incomes, their vigilance in matters re- 
garding public health—all sufficiently answer the 
charge of callousness in the medical profession. 

But many doctors are justly apprehensive 
over any attempt at socialization of their pro- 
fession. They are fearful of federal encroach- 
ment on a domain where there should never be 
government domination with all its attendant 
political ills. Likewise, they believe that state 
control of medicine would destory initiative and 
discourage research, both of which are essential 
if the profession is to make progress. We are 
sympathetic with this attitude, believing that 
the best interests of all will be satisfactorily 
served if the profession continues as it has in 
the past, imposing it own regulations on its 
members and contributing more than its share 
to the public weal. Expose the profession to 
politics, make it merely an unwieldy arm of the 
government and it will be wrecked. 
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CONTRARY TO THE SPIRIT AND IN- 
TENT OF THE MEDICAL PRAC- 
TICE ACT 

To the Editor: November 29, 1939. 

The following resolution was passed by the 
North Shore Branch of the Chicago Medical 
Society, at their monthly meeting on November 
7, 1939: 

Whereas, The diagnosis of any and all diseases 
of human beings is a part of the practice of 
medicine, and 

Whereas, Such diagnosis is based on the sum 
total of all investigations made upon the per- 
son of the patient by the physician, and 

Whereas, Every legally qualified physician is 
expressly granted the privilege of practicing 
medicine in all its branches; therefore, be it 

ResoLveD, By the North Shore Branch of 
the Chicago Medical Society that the Director 
of Public Health of the State of Illinois is in- 
fringing on our several rights and privileges in 
refusing to accept our certificates of fitness in 
reference to the Marriage Law when the labora- 
tory work is performed by ourselves, and be it 
further 

RESOLVED, That the issuance of so called cer- 
tificates of approval to any person or persons by 
the said Director of Public Health is in effect 
the issuance of a license to practice medicine, 
and such action has the effect of endowing such 
Director with an authority not especially granted 
to him and is considered contrary to the spirit 
and intent of the medical practice act of the 
State of Illinois and be it resolved that copies of 
this resolution be sent to the Director of Public 
Health that the same be published in the Illinois 
State Medical Journal. 

R. B. Malcolm, Secy.-Treas., 
North Shore Branch, Chicago 
Medical Society. 





THE STRUGGLE FOR EXISTENCE 


Infectious diseases are one of the great tragedies of 
living things—the struggle for existence between dif- 
ferent forms of life. Man sees it from his own preju- 
diced point of view; but clams, oysters, insects, fish, 
flowers, tobacco, potatoes, tomatoes, fruit, shrubs and 
trees have their own varieties of smallpox, measles, can- 
cer or tuberculosis. Incessantly, the ruthless war goes 
on, without quarter or armistice—a nationalism of spe- 
cies against species.—Hanz Zinsser, in “Rats, Lice and 
History.” 
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THE USE OF PROGESTIN IN OBSTET- 
RICAL COMPLICATIONS 


Frepertck H, Faus, M.D. 


Professor of Obstetrics and Gynecology, University of Lllinois 
College of Medicine, Chicago 


CHICAGO 
For the past fifteen years or more, in connec- 
tion with my teaching program, I have defined 
pregnancy as a physiological internal glandular 
dystrophy. I have done this to impress upon 
the students the important part played by the 
glands of internal secretion in the process of 
reproduction. Recent research has supplied 
abundant proof of the correctness of this con- 
ception. Certain pathological states occurring 
during pregnancy can best be explained by the 
assumption of disfunction of some of the en- 
docrine glands. Since it would take us too far 
afield to cover even sketchily the important re- 
lationship of all of these glands to the process 
of reproduction, I have chosen for discussion a 
single hormone (progestin). I will try to point 
out some of the facts regarding its action on the 
human uterus and how this knowledge may be 
applied clinically in the treatment of patients 
manifesting certain obstetrical abnormalities. 
Progesterone is the hormone extracted from the 
corpus luteum. It has an inhibiting action on 
uterine contractions and it produces, when in- 
jected into suitable immature test animals (rab- 
bits), a progestational change in the endomet- 
rium. We have recently established the fact that 
certain oily extracts have an inhibiting action 
on uterine contractions which have been pre- 
viously stimulated by pituitrin. We have fur- 
ther shown that the water soluble substances in 
the early preparations of corpus luteum extract 
contain appreciable amounts of progesterone and 
can be used clinically in certain obstetrical com- 
plications. The object of this paper is to dem- 
onstrate the action of this hormone on the living 
human uterus in situ and to point out the clin- 
ical application of the knowledge thus obtained. 
Figure 1, the method used was essentially that 
of Moir which consists of placing a rubber bal- 
loon in the uterus of a woman seven days post 
partum and recording the uterine contractions 
by means of a kymographic tracing. Pituitrin 





Presented before the Illinois State Medical Society at Rock- 
ford, Illinois, May 4, 1939. 


FREDERICK H. FALLS 507 


was used to stimulate active uterine contractions. 
The promptness of action of the various pro- 
gesterone-containing preparations is readily seen 
from a study of the tracings. When pituitrin is 
injected alone the uterus promptly responds by 
developing rhythmic uterine contractions which 
continue for at least an hour or two without 
change in rate or rhythm. If now pituitrin is 
injected in the same amount and is followed by 
an injection of one rabbit unit of progestin (oily 
extract), a prompt response in the form of inhi- 
bition of uterine contractions is noted. The 
aqueous solutions were less prompt in producing 
the inhibiting effect, but there is no reasonable 
doubt regarding their efficiency. 

There is a group of obstetrical complications 
which seem to depend upon abnormal uterine 
contractibility. The stimulus for this abnormal 
irritability may come from various sources, but 
the end-result is the same in all cases—the emp- 
tying of the uterus unless the contractions can 
be controlled. Under certain circumstances it 
may be desirable to permit the uterus to expel 
its contents prematurely, as for example when it 
contains a dead fetus, a monstrosity, or an hy- 
datid mole. Under most circumstances, however, 
the retention of the product of conception until 
full term is very desirable even when certain 
complications of pregnancy are present. At 
least the temporary inhibition of uterine con- 
tractions is imperative when the fetus is just on 
the borderline of viability. Our experience with 
the use of progestin preparations in such cases 
leads us to believe that they are extremely valu- 
able even though the numbers treated thus far 
are not great enough to be entirely convincing. 

In order to appreciate the fundamental factors 
which underlie the clinical phenomena apparent 
in some of these complicated cases, it is neces- 
sary to review the physiology of normal labor. 

The mechanism of normal labor according to 
our conception is as follows: 

The uterus, as all other hollow organs of the 
body under normal conditions, will try to expel 
anything that is put into its cavity. The natural 
tendency for every uterus during pregnancy is to 
get rid of its contents. The substance in the 
body especially elaborated to prevent this is pro- 
gesterone. In the early months of pregnancy 
this substance is formed in the corpus luteum of 
the ovary, later it is manufactured by the pla- 
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centa. As pregnancy develops there occurs, due 
to stretching of the pelvic tissues, an irritation 
of the pelvic sympathetic ganglia. In response 
to this irritation, impulses reach the hypophysis 
which stimulate it to excrete into the blood physi- 
ological doses of pituitrin. These stimulate the 
uterine muscle to contract which irritates the 
cervix and the sympathetic ganglia and starts 
the cycle over again. In order to prevent this 
from occurring before completion of fetal devel- 
opment, nature has prepared an anti pituitrin 
in the form of progesterone. The action of this 
hormone on uterine contractions, both normal 
and pituitrin stimulated, is clearly seen in the 
tracings. 

Figure 2, shows the effect of a one cc. injec- 
tion of pituitrin stimulating uterine contrac- 


METHOD OF DEMONSTRATION 











Fig. 1. Method of demonstration. 


tions. The contractions start about four min- 
utes after the pituitrin is injeced, are tetanic at 
first, and are followed by regular rhythmical 
contractions which persist for two hours or 
longer. 

Figure 3, shows that the presence of the in- 
flated bag will produce uterine contractions and 
that these can be stopped by the injection of one 
rabbit unit of a progesterone preparation, after 





December, 1939 


which further injection of pituitrin causes no 
uterine contractions. 

Figure 4, shows what happens when one cc. 
of pituitrin is injected initiating contractions 
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Fig. 2. Effect of icc. of pituitrin on uterine contrac- 
tions uninfluenced by progestin. 


which were promptly stopped by progesterone, 
after which the uterus was refractory to stimula- 
tion by pituitrin. 
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Fig. 3. The effect of progestin on uterine contractions 
stimulated by the metreurynter bag. 


Figure 5, shows that after a preliminary in- 
jection of progestin the uterus fails to respond 
to bag or pituitrin stimulation even when sen- 
sitized by estrogenic hormones. 
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Fig. 4. The effect of progestin on uterine contractions 
stimulated by pituitrin. 


Figure 6, demonstrates that morphine, which 
is much used in the treatment of threatened 
abortion, not only does not cause sedation of 
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uterine contractions but actually seems to stimu- 
late them. 

Figure 7, shows that the estrogenic hormone 
seems to sensitize the uterus so that the presence 
of the inflated bag leads to uterine contractions. 

Because of the expense of the oily extract of 
the corpus luteum its continued use in women 
with threatened and habitual abortion is often 
prohibitive. We therefore began to investigate 
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Fig. 5. Failure of uterus to respond to pitruitrin fol- 
lowing preliminary injection of progestin. 


other extracts of the corpus luteum. We were 
told that progesterone was only soluble in oily 
solutions. However, on testing out a water solu- 
ble extract made by Hynson, Westcott and Dun- 
ning, we were able to demonstrate that there 
was an appreciable amount of progesterone in 
the solution. 
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Fig. 6. The stimulating effect of morphine on uterine 
contractions initiated by pituitrin. 


Figures 8 and 9, show that in five-ce. doses 
uterine contractions would definitely decrease in 
frequency and strength while ten ce. inhibited 
uterine action entirely. 


Figure 10, is an extremely interesting tracing 
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showing the presence of the hormone proges- 
terone in the circulating blood coming from the 
ovary containing the corpus luteum. The blood 
was withdrawn from the ovarian vein of a pa- 
tient being operated upon in my clinic by my 
colleagues, Dr. William H. Browne and Dr. 
George Rezek. The blood was allowed to coagu- 
late and the serum thus obtained was injected 
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Fig. 7. The sensitizing action of estrogenic hormone on 
uterine contractions. 

after contractions had been established by pitui- 

trin, using the same technique and apparatus 

that had been used for the previous experiments. 

It will be seen that as little as two cc. had a dis- 
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Fig. 8. The effect of corpus luteum extract on uterine 
contractions initiated by pituitrin. 


tinct inhibiting action and that four and six 
additional cc. entirely inhibited the stimulative 
effect of one ce. of pituitrin. 
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Fig. 9. The effect of 10 cc. of corpus luteum extract 
on uterine contractions stimulated by pituitrin. 
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My colleagues, Doctors Julius E. Lackner and 
Leon Krohn worked with me in a clinical study 
of the treatment of threatened and habitual abor- 
tion. A table showing the results of this man- 
agement previously published is included, Figure 
11. Since this was compiled many additional 
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Fig. 10. The effect of blood serum from the vein of an 
ovary containing corpus luteum on uterine contractions 
produced b pituitrin. 


cases have been added and the results are prac- 
tically a duplication of our former observations. 

What we have learned from further experience 
in the abortion cases is that it is important to 
determine whether or not the product of con- 
ception is still alive at the time the patient comes 
under observation. To this end we have used 
the “dead fetus reaction” worked out in my clinic 
by Dr. George H. Rezek. I had assigned Dr. 
Rezek the duty of making the injections and 
reading the reactions in the ovary of the test 
animals in all cases in which it was thought 
necessary to do a Friedman test for the diagno- 
sis of pregnancy. One day he brought me a 
pair of ovaries saying that the reaction was 
neither strongly positive nor negative. He also 
made the statement that the fetus in that case 
was dead. I suggested that he get other cases 
with a known dead fetus and run the test in 
them. This was done and we were greatly sur- 
prised to find that in about 95 per cent. of the 
cases tested the reaction was sufficiently clear cut 
to make a diagnosis of death of the fetus ex- 
tremely probable. Obviously progesterone prep- 
arations are only valuable in the treatment of 
those cases in which the fetus is alive. Com- 
plete, incomplete, and missed abortions are con- 
traindications for its use. 

Premature detachment of the placenta can be 
defined as a “glorified abortion.” The cause of 
the detachment seems to be uterine contractions 
whith are stimulated by the extravasation of 
blood between the placenta and the uterine wall. 
This is almost always a limited process at first 
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and only becomes extensive after the uterine 
contractions have caused extensive separation. 
Since this is so it would seem logical tu apply 
progesterone by hypodermic injection in large 
doses as soon as the diagnosis of partial prema- 
ture separation can be made from the early signs 
and symptoms. This we have been able to do in 
five cases with excellent results. The accident is 
especially apt to occur at about that period of 
gestation when the baby is on the border line of 
viability. Under these conditions if the uterus 
is emptied the fetal mortality rate will be very 
high. By keeping the uterus from contracting 
and thus preventing further placenta separation, 
the fetus may gain another three or four weeks 
of intra-uterine life which will practically in- 
sure its survival if then delivered by cesarean 
section. Of course if the baby is already close 
to term at the time of the first symptoms of pre- 
mature separation, it should be delivered at once 
by cesarean section if there is any evidence of 
fetal distress as evidenced by abnormalities of 
the heart tones. 

Placenta previa should be considered a prema- 
ture detachment of the placenta which happens 
to be attached to the lower uterine segment. 

The difference between it and the other types 
of premature detachment lies in the fact that the 
detachment is due to a thinning and stretching 
of the lower uterine segment, usually after the 
seventh month of pregnancy. Such a condition 
inevitably leads to separation of the placenta 
from the lower uterine segment and a hemor- 
rhage of varying degrees of severity depending on 
the amount of separation. The mechanism of 
formation of the lower uterine segment depends 
in part at least, on the intermittent contractions 
of Braxton Hicks. In a given case presenting 
hemorrhage from placenta previa in which a non- 
viable or very premature baby is present in utero, 
progestin should be given to decrease uterine con- 
tractions and thus inhibit further formation of 
the lower uterine segment and further separa- 
tion and bleeding until the fetus has attained 
viability; even in cases in which the bleeding 
occurs later in pregnancy it can be used to quiet 
uterine contractions pending arrangements be- 
ing made for other forms of treatment. 

Premature rupture of the membranes is one 
of the serious complications of pregnancy, and 
especially so when it occurs before or just at the 
seventh lunar month, because of the danger of 
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premature expulsion of the baby. In these cases 
we have used progestin preparations to prevent 
the onset of uterine contractions and have been 
successful in accomplishing this for varying pe- 
riods of time from a few days up to a month. 
This has resulted in improving the chances of 
the baby to survive by reducing its prematurity. 
In these cases there is always a danger that the 
amniotic fluid will become infected from upward 
invasion of the bacterial flora of the vagina. 
When clinical evidence shows that this is taking 
place, the progestion injections are stopped -and 
the uterus is allowed to empty itself, irrespective 
of the condition of the fetus. 

The onset of premature labor has been con- 
trolled by the injection of progestin preparations. 
However, when labor has actually started, the 
effect of progestin on the frequency and strength 
of uterine contractions has been negligible. 


TABLE I 

Group No. Success Failure 
Threatened Abortions only. . 11 10 (91%) 1 (9%) 
Habitual Abortions only...... 13 10 (77%) 3 (23%) 
Threatened and Habitua! Abor- 

COME i iacuttectecuenenee 17 14 (79%) 3 (21%) 
Total Cases treated with 

ROMMMNIIRS oy siete nose corse oice 9. 41 34 (83%) 7 (17%) 


Fig. 11. Clinical results in the treatment of habitual 
and threatened abortion by progestin prepartions. 


Discussion: It is seen therefore, that in pro- 
gestin preparations we have apparently a physio- 
logical agent which can be used in the manage- 
ment of obstetrical cases which are complicated 
by the fact that the uterus is abnormally irrit- 
able. As a result, hormone imbalance follows or 
some Accidental complication of gestation. It is 
apparently ineffectual in the doses we had used in 
those cases in which the fetus is dead and in 
those patients who are in actual labor. 

The argument has been advanced that by treat- 
ing women who are aborting, and preventing the 
expulsion of the fetus, that in a rather large per- 
centage of cases the fetus will show develop- 
mental abnormalities. According to our experi- 
ence there is no evidenec that this is the case 
since there was no greater incidence of deformity 
in our treated cases that went on to maturity 
than in others not so treated. 

We have assayed various products of progestin 
which are on the market and find that there is 
considerable difference in the potency of the 
preparations. In our hands the oily extract pre- 
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pared by Upjohn and Company and the watery 
extract prepared by Hynson, Westcott and Dun- 
ning have given the best results. 

The prophylactic use of these preparations is 
also recommended. For example, a pregnant 
woman who is forced to take a long automobile 
trip, a pregnant woman who receives a severe 
mental shock, such as news of the death of a near 
relative, should be given prophylactically a few 
injections of progestin. It is well known that 
high temperatures tend to produce abortion and 
premature labor, therefore, in various diseases 
associated with febrile reactions, prophylactic use 
of progestin would seem to be indicated. In 
such cases the additional advantage in preventing 
abortion in an already infected patient with the 
attendant danger of subsequent puerperal sepsis 
is important. 

As an index of the efficacy of this preparation, 
we may say that in the last year we have treated 
successfully, nine partial premature detachment 
of the placenta; one placenta previa; ten prema- 
ture labors; one premature rupture of the mem- 
branes and two habitual abortions. 

During the same time we treated unsuccess- 
fully, one habitual abortion ; one threatened abor- 
tion; two premature rupture of the membranes, 
and one premature detachment of the placenta. 

With the evidence presented, both from the 
clinical and laboratory side, it is obvious that 
the use of progestin is of extreme importance in 
the management of habitual and threatened abor- 
tion, premature detachment of the placenta, 
placenta previa, premature rupture of the mem- 
branes and under any circumstance which might 
lead to undue stimulation of the pregnant uterus. 
The importance of its prophylactic use is stressed 
and its impotence in the presence of a dead 
fetus or after the onset of labor is pointed out. 
The importance of selecting physiologically active 
preparations is urged. 





Primary tuberculous infection of the lungs usually 
takes place without any previous disturbance in the 
health of the child, reports McPherson who followed 
850 children in the Brompton Hospital who showed a 
positive tuberculin test. The lesion is often a small one, 
and resistance to infection is usually sufficiently good 
to allow it to heal. The process of healing takes more 
than one year and the focus is always a potential source 
of dissemination of the disease during this time. It is 
probable that the rate of healing increases with im- 
proved nurishment and increased sunlight—MacPher- 
son, A. M. C., British Jour. Tuber., April, 1939. 
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OBSTRUCTION OF THE COMMON BILE 
DUCT BY STONES 
WarreEN H. Corer, M. D. 
CHICAGO 

Obstruction of the common duct by stones is, 
in reality, primarily a complication of chole- 
lithiasis, However, in a few instances, perhaps 
less than five per cent., stones will be found in 
the common duct when they are not present in 
the gall-bladder. In such instances the stones 
may have passed from the gall-bladder through 
the cystic duct or may have been formed in the 
hepatic or common duct. The difficulty in deter- 
mining the optimum time for operation and the 
frequency of hepatic insufficiency and other dis- 
eases, require an unusual amount of care and 
judgment in taking care of this condition. Not 
infrequently infection of a type such as suppura- 
tive cholangitis develops in such a fulminating 
way that emergency operations are necessary. 
There is a moderate disagreement as to the fre- 
quency of stones in the common duct due in part 
to the age of the patient and the duration of his 
cholelithiasis. In cholelithiasis Lahey! has re- 
ported an incidence of 10 per cent, in 208 cases 
of common duct stone with the percentage rising 
to 18 or 20 per cent. since he has increased the 
percentage of common ducts explored. The in- 
cidence of common duct stones in cholelithiasis 
in the patients encountered at our clinic here in 
the Illinois Research Hospital during the past 
five years has been still higher, being 22 per 
cent. However, in this case the unusually high 
incidence is perhaps explained on the basis that 
most of our patients belong to the group who 
have had cholelithiasis for a long time and many 
of whom have been neglected as far as therapy is 
concerned. Lahey has called attention to the im- 
portant fact that the absence of jaundice does not 
preclude the possibility of stones in the common 
duct. He reports that in 39 per cent. of the 
cases jaundice was not present, This factor 
must, of course, be borne in mind at all times 
during operative procedures on the biliary tract 
and will be discussed in more detail later. 

For centuries physicians have known that 
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stones in the gall-bladder or common duct may 
be passed through the sphincter of Oddi and be 
found in the stool; this subject has recently been 
reviewed by Ortmayer and Austin.” In fact pa- 
tients themselves frequently are able to make 
their own diagnosis by finding these stones. With- 
out question the error of the surgeon in missing 
stones in the common duct has been corrected 
spontaneously on innumerable occasions by this 
fortunate accident. Naturally we cannot use 
this unusual method of eradication of stones as 
an alibi for not making a diligent search for 
these stones in the common duct since obviously 
only the smaller ones could be passed. 


SYMPTOMATOLOGY 


Because of the fact that jaundice may be pro- 
duced by numerous diseases other than stone in 
the common duct, the clinician is frequently con- 
fronted with extreme difficulty in making the 
correct diagnosis and in determining whether 
operation on the biliary system should be per- 
formed or whether the patient should be treated 
medically for a disease such as acute catarrhal 
icterus. Fortunately, in most instances the 
jaundice is preceded twenty-four or forty-eight 
hours by severe colicky pain in the epigastrium. 
However, epigastric pain occurs in so many other 
diseases that we cannot use this as a decisive 
means of making a diagnosis. In support of this 
statement we might briefly describe the clinical 
features of a female patient, aged 26, recently 
observed in the wards here at Illinois Research 
Hospital. This patient had severe right upper 
quadrant pain for two days preceding the onset 
of jaundice. The pain was so severe that muscle 
spas sent, Very little f ted 
spasm was present. Very little fever was notec 
during the patient’s stay in the hospital. Con- 
tinued observation along with the age of the 
patient finally convinced us that the patient did 
not have a stone in the common duct but in 
reality was sulfering from a hepatitis, probably 
incited by a disease such as acute catarrhal 
icterus. Naturally a laparotomy would be a 
serious load to be inflicted upon such a patient. 

The duration of jaundice varies considerably. 
Tt is commonly intermittent and during the 
attacks of jaundice, fever or a chill is 
occasionally experienced. This fever is known as 
Charcot’s intermittent fever and is no doubt de- 
pendent upon the ball-valve action of the stone in 
the terminal end of the common duct, In ne- 
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glected cases jaundice may be present in varying 
intensity for years but during recent years when 
medical treatment is more easily obtained, we 
rarely encounter patients exhibiting such gross 
neglect. I would like to list below, however, 
certain features presented by a patient recently 
admitted to our wards. 


A female patient, 57 years of age, number 63,528, was 
admitted with the history of onset of jaundice accom- 
panied by severe itching of the skin of three years 
duration. During this time the patient complained of 
selective dyspepsia but abdominal pain, nausea, and 
vomiting were entirely absent. Although there were 
occasional instances during this time when the stools re- 
gained normal color for a few days, she has maintained 
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Fig. 1. This patient had jaundice of varying intens- 
for three years. Note the dilatation of the duct. 


The gall-bladder had shrunken down to a nubbin no 
greater than 1 cm. in diameter. It was attached to 
the duodenum; a cholecysto-duodenal fistula was pres- 


ent but was slescet clilterated by spontaneous healing. 


Insert shows method of implanting the T-tube, after 


the duct has been explored and all stones removed. 


a variable amount of icterus almost constantly during 
this time. She lost considerable weight, but during 
certain intervals when the jaundice appeared to lessen 
in intensity, would gain back part of that lost. Her 
weight dropped from 148 pounds three years ago down 
to 99 shortly before admission to the hospital. The 
absence of pain along with jaundice in a patient in the 
cancer age would point very strongly to the presence 
of a carcinoma, perhaps in the head of the pancreas, 
True enough the duration of jaundice over a period of 
three years would be slightly against the possibility of 
carcinoma. More important in the differentiation is 
an accurate investigation into the patient’s history which 


discloses the fact that during several instances over 
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this three-year period there was a decrease in jaundice 
with gain in weight, etc. Such a history would prac- 
tically never be encountered in obstruction of the com- 
mon duct by carcinoma. We finally became convinced . 
that the patient had a stone in the common duct and 
operated upon her. One large stone was found in the 
common duct and removed. The gall-bladder had 
shrunken down to a tiny fibrosed nodule (see Fig. 1) 
no greater than 1 cm. in diameter. There was ob- 
viously no stone in the gall-bladder. Since the pa- 
tient was in poor physical condition, we considered it 
unwise to dissect out this fibrused gall-bladder and left 
it in. 

I present this patient primarily to emphasize the 
necessity of going into the history thoroughly and of 
recognizing the fact that all cases of stone in the 
common duct are not accompanied by pain. Contrary 
to this law, carcinoma of the pancreas, or more fre- 
quently, carcinoma of the terminal end of the common 
duct may be associated with severe epigastric pain. A 
female patient, aged 55, recently observed, illustrates 
this point. She had complained of jaundice of ten 
weeks’ duration preceded by and accompanied by severe 
epigastric pain, After due consideration we made the 
diagnosis of stone in the common duct but at operation 
carcinoma of the terminal end of the common duct, 
completely blocking it, was found. 


The cases mentioned above illustrate then that 
we dare not make a diagnosis of obstruction of 
the common duct by an inoperable tumor lest 
we deprive some patient of a cure which might 
be obtained by removal of a stone in the duct. 

Patients with stone in the common duct usu- 
ally have anorexia and likewise lose weight. 
Bradycardia is fairly constantly observed. In 
many instances there is a definite mental depres- 
sion which is presumably secondary to toxic 
effects of bile salts. After the initial attack of 
pain, which is usually located in the right upper 
quadrant and epigastrium, and occasionally radi- 
ating posteriorly to the spine or to the right of 
the spine, pain becomes insignificant. The pa- 


tient, however, may retain tenderness in the 


epigastrium. Examination of the stool for the 
presence of bile is extremely important for the 
reason that jaundice of intrahepatic origin or of 
hemolytic origin will usually be associated with. 
bile in the stool. In the face of a jaundice ‘which. 
is not diminishing in intensity the presence. of 
bile in the stool may be the only and deciding 
factor pointing to the diagnosis’ of intrahepatic 
jaundice of toxic or infective nature. One can 
realize the extreme importance of making an ac- 
curate diagnosis since we realize that patients 
with jaundice produced by toxic hepatitis are 


always severely ill because of the intense hepatic 
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insufficiency and will frequently succumb to 
laparatomy. 
PREOPERATIVE PREPARATION 

Since hepatitis is a rather constant accompani- 
ment of cholecystitis (Graham) and since this 
occasionally is of such intensity as to produce 
hepatic insufficiency, most patients with stones in 
the common duct must be carefully prepared be- 
fore operation, particularly since the strain of 
the obstructive jaundice adds to the patient’s in- 
ability to withstand operation. It is true, how- 
ever, that most patients with stones in the com- 
mon duct who develop jaundice rarely recover 
spontaneously in contrast to the patients men- 
tioned previously who pass small stones in the 
absence of jaundice. It is extremely important, 
as we have learned from experience, that the pa- 
tient not be operated upon while the jaundice is 
increasing in intensity. This will mean that al- 
most invariably patients should be treated by 
hospitalization for several days before operation 
is performed. Frequently the actual obstruction 
of the duct will be preceded by sufficient dyspep- 
sia and pain to prevent the patient from eating. 
He may, therefore, lose considerable weight and 
his liver likewise be depleted markedly in gly- 
cogen. It is important, then, in practically all 
instances that the patient be given a high caloric 
and fluid intake (particularly high in carbohy- 
drates and proteins) for several days before Op- 
eration. If nausea and anorexia prevent sufficient 
oral intake, intravenous fluids, particularly with 
glucose, will be indicated. Ordinarily five per 
cent. glucose is tolerated more readily than ten 
per cent., but since the administration of as much 
glucose as possible is indicated, the injection of 
ten per cent. glucose may be preferable. Wins- 
low® has recently shown that 98 per cent. of a 
five per cent. glucose solution injected intra- 
venously is utilized provided the injection is 
given no faster than 300 to 500 cc. per hour. 
It has been shown that glucose is one of the most 
important factors in the restoration of a normal 
hepatic function and likewise prevents the hem- 
orrhagic tendency which is so serious in common 
duct obstruction. Somewhat on _ empirical 
grounds calcium gluconate up to one gram per 
day orally or intravenously is recommended by 
many surgeons. There is some evidence to in- 
dicate that the administration of calcium is bene- 
ficial in hepatic insufficiency (Lamson* and asso- 
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ciates). Transfusions are strongly indicated, 
not only to increase the patient’s resistance par- 
ticularly as related to operation, but also to pre- 
vent the hemorrhagic tendeney. 

The tendency toward bleeding in jaundice is, 
however, more adequately combated by the ad- 
ministraiton of vitamin K which has only re- 
cently been discovered. Dam,* Quick,® and Sneil* 
aud others have demonstrated conclusively that 
vitamin K when given with bile salts will coun- 
teract the bleeding tendeney by correcting the 
deficiency in prothrombin, Important in the de- 
velopment of this discovery was the observation 
made by Roderick” a few years ago that the 
fatalities occurring in cattle in sweet clover dis- 
ease Were dependent upon hemorrhage which in 
turn was caused by a prothrombin deficiency. The 
administration of vitamin K must be accom- 
panied by the oral administration of bile salts, 
This therapy appears to be so effective as to per- 
haps justify its institution in all patients to be 
operated upon for stone in the common duct. 
Recently McNealy? and associates have shown 
that vitamin D in the form of viosterol along 
with bile salts will likewise prevent the bleeding 
tendency in jaundice. 

Observations during the past year or two indi- 
cate that possibly the administration of vitamins 
C and B, are helpful in preparing jaundiced 
patients for operation. More experience is neces- 
sary before we can determine the efficiency of this 
therapy. 

THE OPERATIVE CONSIDERATIONS 

As intimated previously, it is extremely impor- 
tant that the optimum time for operation be 
chosen. Occasionally liver function tests such as 
dye tests, blood proteins, hippuric acid tests, 
galactose tests, ete., will be helpful in determin- 
ing operability. As previously mentioned, the 
operation should not be performed in the face 
of an increasing intensity of ‘jaundice,. yet it 
should not be delayed too long because of the 
toxic effect of the jaundice, but more primarily 
because of the danger of complications. Once 
the diagnosis is established operation is practic- 
ally always justified regardless of age, particu- 
larly if preoperative treatment has been consci- 
entiously carried out. 

As intimated previously during the preopera- 
ative preparation of patients with stone in the 
common duct, complications such as suppurative 
cholangitis may develop, Rarely will any diffi- 
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culty be encountered in diagnosing this condi- 


g 
tion which in reality demands immediate therapy 
for its relief. Commonly the patient suddenly 
develops a chill with fever which recurs almost 
daily. The general appearance of the pa- 
tient indicates the gravity of the situation. 
The patient refuses.to eat, thereby increasing the 
hepatic insufficiency. Tachycardia is a promi- 
nent feature. Tenderness and muscle spasm wil] 
be variable in the epigastrium and right upper 
quadrant. If this infective process shows no 
tendency to recede within thirty-six hours, im- 
mediate operation is usually indicated so that the 
obstruction may be relieved and the progression 
of the suppurative cholangitis be combated. 
After choosing the optimum time after ade- 
quate preparation of the patient as described 
above, operation should be performed with the 
idea of primarily relieving the obstruction of 
the duct. A lengthy incision is usually indicated 
to insure ready access to the bile ducts. Short 
incisions are not uncommonly the direct cause of 
inadequate exposure and serious accidents. Ad- 
hesions should be separated from the junction of 
the eystic and common ducts and the common 
duct be exposed. Before the incision is made 
in the common duct, it is usually advisable to 
aspirate the structure lest an anomaly involving 
the portal vein or hepatic artery confuse the op- 
erator, The appearance of the bile obtained by 
aspiration is frequently helpful in determining 
the possible presence of stones in the duct, par- 
ticularly since turbid bile commonly is indicative 
of the presence of stones within the duct. After 
removing the stones from the proximal and distal 
portion of the duct with scoops and probes, it is 
usually justifiable to pass a sound or dilator 
through the sphincter of Oddi. Walters!® and 
associates and others have emphasized the fact 
that this may prevent biliary dyskinesia and at 
the same time encourage the passage of small 
stones which may be left by the operator. How- 
ever, Zollinger! and associates have shown by 
experimental means that too strenuous dilatation 
may result in so much trauma as to produce an 
actual stenosis later. In most instances the gall- 
bladder should be removed along with explora- 
tion of the common duct. In emergency situa- 
tions when the physical condition of the patient 
is extreme, it may not be excised but should be 
opened, and drained after stones have been re- 
moved, The T-tube inserted in the common duct 


WARREN 


H. COLE 515 


should be of cttliaicd caliber not to plug readily. 
The incision of the duct should be closed snugly 
around the tube so as to prevent leakage of bile. 
It is usually advisable also to insert a drain down 
to the region of the operative site when the 
wound is closed. 

Occasionally a stone will become impacted at 


the sphincter of Oddi in such a manner that it 


cannot be extracted through an incision in the 
common duct. The surgeon should be careful not 
to expend too much time in attempting to ex- 
tract it through the incision in the common duct, 
particularly since trauma created by his attempts 
may be followed by disastrous results. It is 
much safer to make a longitudinal incision in 
the duodenum as was done in a patient as illus- 
trated in Fig. 2, and the region of the sphincter 





Fig. 2. Occasionally stones in the terminal end of 
the common duct cannot be dislodged and removed 


through the incision in the duct. It will then be nec- 
essary, as illustrated above, to incise the duodenum 
(longitudinally) and extract the stone. In this case 


the stone was accessible through the dilated ampulla of 
Vater, but not all cases wiil be as simple as this. 
Closure of the duodenum is made transversely and is 
rarely followed by complicating features. 


of Oddi exposed. Usually the stone will be found 
close to the papilla and commonly even be visible. 
It is usually very simple to dilate the sphincter of 
Oddi and extract the stone with forceps. The 
incision in the duodenum is then closed in a 
transverse direction after the Mikulicz fashion. 
POSTOPERATIVE CARE 

The ordinary routine of gradually increasing 
oral intake following laparotomy will apply to 
operations on the biliary ducts. For the first 24 
hours probably nothing by mouth but water 
would be indicated. Naturally fluids up to 3000 
ee, per day will have to be maintained by other 
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means and perhaps most advantageously by the 
intravenous route. This will allow the adminis- 
tration of glucose (five or ten per cent.) which 
will, as mentioned previously, aid the liver in 
maintaining its glycogen content. It is fre- 
quently a good procedure to give the patient a 
transfusion after operation. This is particularly 
indicated if there is the slightest evidence of 
shock. As the oral intake increases the intra- 
venous fluids may be decreased. Because of the 
tendency for wounds in jaundiced patients to 
disrupt, it is essential that dressings be applied 
snugly and that a tight binder likewise be worn 
at all times. Trauma of any type including even 
that inflicted by a postoperative cough sheuld be 
eliminated as much as possible to protect the 
wound from evisceration. The T-tube should, 
of course, be connected with a bottle and the 
bile collected and measured in this way. Some 
surgeons are of the opinion that patients who 
are critically ill because of their common duct 
obstruction should not have their duct decom- 
pressed rapidly. Thgy advise clamping the tube 
a great many hours per day for the first few 
days to prevent hepatic injury consequent to the 
sudden decompression. I, personally, have not 
been impressed with the possibility that sudden 
decompregsion leads to hepatic damage. 

Since the hemorrhagic tendency in patients 
who are jaundiced is perhaps greatest between 
the third and sixth day, it is important that 
measures adopted to combat it should be main- 
tained for several days. In other words, vita- 
min K should be administered daily along with 
bile salts. Bile draining ftom the choledochos- 
tomy may be given to the patient orally, perhaps 
through a nasal tube, but Gray? and associates 
have cautioned that the bile of patients recently 
operated upon is low in bile salt content. If bile 
salts-are given in the form of bile draining from 
a T-tube it should, therefore, be obtained from 
another patient who has been operated upon at 
least one week previously. After a week or ten 
days, the T-tube may be clamped for an hour 
each day increasing gradually until it can be 
clamped completely for 12 to 18 hours at a time. 
After the patient is able to tolerate blockage of 
drainage from his T-tube without pain, discom- 
fort, ete., removal of the tube may be considered. 
Ordinarily it should not be removed under three 
weeks. In the author’s experience four or five 
weeks would be the average time for removal of 
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the T-tube. However, if jaundice does not clear 
or there are indications that there is an obstruc- 
tion at the sphincter of Oddi, the T-tube must 
not be removed. Best?* and others have empha- 
sized the value of cholangiography in the search 
for stones left in the common duct by the sur- 
geon. Best has likewise recommended proced- 
ures consisting of irrigation of the common duct 
with warm olive oil and administration of nitro- 
glycerin in an endeavor to encourage the passage 
of stones through the sphincter of Oddi. 


COMPLICATIONS 


The complications of common duct obstruction 
should be divided into preoperative and postoper- 
ative. Of the preoperative complications, sup- 
purative cholangitis is by far the most serious. 
The case history of a 44-year old woman who 
developed colicky pain in the epigastrium and 
right upper quadrant three months before entry 
to the hospital illustrates this complication. This 
was followed in 24 hours by jaundice. Occasion- 
ally she had fever and mild chills. However, 
for several days her temperature was normal and 
she complained relatively little of pain, ete. 
Suddenly one day she developed a chill and high 
fever; chills with fever persisted for three or 
four days. As mentioned previously, the de- 
velopment of a chill with fever lasting several 
hours is not an uncommon occurrence in ob- 
struction of the common duct by stone, but 
is usually temporary.. If the fever and chills 
persist longer than three. or four days, it 
white bile loaded with pus cells, in the common 
a cholecystostomy as well as a choledochostomy 
was performed. The temperature gradually re- 
ceded until it came to normal on the eighth day. 
is justifiable to assume that a serious suppurative 
cholangitis is developing in which case drainage 
of the common duct.is essential. On the fourth 
day after the first chill we decided upon emerg- 
ency laparotomy with drainage of the common 
duct, hoping to prevent progress of the cholangi- 
tis and likewise prevent the development of 
multiple abscesses of the liver which are so con- 
sistently fatal. At operation the patient had 
white bile loaded with pus cells in the common 
duct. One stone was removed from the duct and 
a cholecystostomy performed. The temperature 
gradually receded until it came to normal on 
the eighth day. 

Complications such as pancreatitis, either the 














a aL a ee 


ky rm ete 3 ©, = HH BA. Ow 


OEE EE! OeEC—‘ “NS 




















December, 1939 


acute or chronic type, are relatively uncommon 


in obstruction of the common duct by stone. The 


patient described in the preceding paragraph, 
however, ‘did have a chronic sclerosing pancrea- 
titis which did not allow satisfactory exist of 
bile through the pshincter of Oddi for sev- 
eral weeks. In such cases the T-tube should 
be left in until bile flow is reestablished. 

Occasionally the kidney becomes affected, pre- 
sumably because of the action of bile salts upon 
it. The urine should be carefully watched for 
kidney damage. Uremia occasionally results di- 
rectly from this renal lesion. A nonprotein nitro- 
gen determination of the blood may be helpful 
in determining the severity of the nephritis. 

Postoperative complications are not as num- 
erous as those encountered before operation. 
Hepatic insufficiency may develop postopera- 
tively: cases which present symptoms are usually 
fatal, but fortunately rare; it develops post- 
operatively, perhaps because of the added load 
of the operation inflicted upon the patient. 
It may occur several days after opera- 
tion and is commonly manifested by a diminu- 
tion in output of bile, restlessness or lethargy, 
fever and tachycardia, later followed by anuria 
and delirium. There is no specific therapy for 
this condition. Procedures such as administra- 
tion of glucose, transfusions, administrations of 
vitamins K, C and B, and calcium may be tried. 

The complication most to be feared in con- 
valescence of the patient is a recurrence of jaun- 
dice or a failure of it to be relieved. Unfortu- 
nately, it is very difficult to remove all stones 
from the common duct on all occasions. Un- 
doubtedly all surgeons have their weak moments 
and leave stones in the common duct. Fortunately 
the ones left are usually small and will be passed. 
If the stone is large enough to produce obstruc- 
tion, jaundice and recurrence of other symp- 
toms will develop. If careful consideration of 
the patient’s manifestations point to the presence 
of another stone, a second operation may be 
necessary for its removal. 

Fortunately stricture formation at the site of 
the opening in the common duct rarely occurs. 
Usually if obstruction of the common duct occurs 
in the absence of stones, it is dependent either 
upon undue trauma or upon an inflammatory 
stricture. Naturally such accidents as amputa- 
tion of part of the common duct or transverse 
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section of it will result in serious effects and will 
be evident soon after operation. 

Wound infections and development of ab- 
scesses in the region of the operative site includ- 
ing the diaphragmatic space are not very prone 
to occur. 

SUMMARY 


Differential diagnosis between stones in the 
common duct and other conditions including par- 
ticularly jaundice produced by toxic hepatitis 
and carcinoma of the pancreas or ampulla of 
Vater may be extremely difficult. The most val- 
uable points in favor of stone in the common 
duct is fluctuating jaundice or alternation of 
acholic stools with brown stools. However, fre- 
quently a satisfactory differential diagnosis can- 
not be made. It is justifiable to explore prac- 
tically all patients with obstructive jaundice (of 
the extrahepatic type) if they are safe operative 
risks, because stones are so commonly found 
when a carcinoma of the pancreas is expected. 
Obviously, patients with jaundice produced by 
toxic and infective jaundice are excluded from 
this group demanding exploration; jaundice of 
this type is intrahepatic in origin differentiated 
(sometimes with difficulty) by age, color of stool, 
local findings, etc. Indications for opening of 
the common duct are palpable stones in the duct, 
dilatation of the duct, jaundice or a recent his- 
tory of jaundice, and thickening of the wall of 
the duct. Adequate preoperative and postopera-— 
tive care including high fluid and caloric intake, 
intravenous glucose, transfusions and preopera- 
tive as well as postoperative administration of 
vitamin K with bile salts are important items in 
maintaining a low operative mortality. 
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DISCUSSION 


Dr. J. R. Buchbinder, Chicago: I cannot open this ’, 


discussion without paying tribute to the contributions 


that Dr. Cole has made to the literature of bile tract } 
surgery, particularly his work in giving us cholecystog- }y 
raphy, in collaboration with Evarts Graham, one of the @ 


;gacholecystectomy, the ampulla will be relaxed and 


et 


greatest contributions that has been made to the clin- 


ical field of bile tract surgery. 
The common duct is the most important problem with 


which the surgeon has to deal in attacking a gall-blad-“ 


der with stones. When jaundice is present, or when 


there has been a definite history of jaundice, there ; 
usually is a definite indication for exploration of the 


common duct. As Dr. Cole indicated, in the absence 
of jaundice or palpable stones, even in the presence of 


an enlarged duct, it is not always easy to decide | 


whether such ducts should be explored, since we know 


that the duct may be enlarged from causes other than’ 
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I do not believe that we can over-emphasize the im- 
portance of proper preoperative preparation, particularly 
the prophylaxis of hemorrhage and the value of vitamin 
K, which Dr. Cole has also mentioned. When we are 
successful in removing an obstructing stone, and when 
jaundice promptly recedes, it makes little difference 
what we do so long as we maintain fluid balance. When 
jaundice does not recede, that patient is in danger. of 
hemorrhage unless we take adequate precaution against 
bleeding. 
) Dr. Cole mentioned the matter of the T-tube. It is 
:*not clear to me whether he believes in putting T-tubes 
tigin the larger ducts in which obstruction was not present 
fiat operation. This is a point on which there is a con- 
siderable difference of opinion today. Personally I am 
‘flopposed to the use of a T-tube except in the presence 
Hof obstruction. I think there can be no argument on 












Mnecessary to split the ampulla. When stones in the 
fcommon duct have been symptomless, it has been my 
s practice to suture the duct tightly and place a soft 


ampulla without transduodenal exploration. Following 


oh 


oes for a considerable period of time and any slight 


leakage at the suture line will readily be taken care 
of by a small rubber drain. 

§ There is another question I should like to discuss 
qfor a moment, although it may be without the scope 
Hof this paper. I feel tempted to mention it because I 
meee had a fair experience with it and some uncer- 
fytainties in the differential diagnosis, namely the matter 
igpof post-cholecystectomy colic. Patients may develop 
colicky pain of such severity, following cholecystectomy, 
Yas to require morphine, even though a stone is not 


BI 


‘ ; : : se 8h : ; : ; : 
obstruction. However, a surgeon experienced in bile ‘present. I am referring to the differential diagnosis 


tract surgery may explore a considerable percentage of 
common ducts with a mortality not appreciably higher 
than that of simple cholecystectomy. It must be remem- 
bered that in many patients where cholecystectomy alone 
is a relatively simple procedure, adequate exposure of 
the common duct may be quite difficult, since the 
amount of the supraduodenal portion of the duct varies 
considerably. I believe we should emphasize the im- 
portance of adequate exposure in all bile tract surgery; 
adequate exposure is extremely important in common 
duct exploration. Dr. Cole mentioned transduodenal 
choledochotomy. This is an extremely valuable, and 
probably the most reliable, method of exposing the 
ampulla. To attempt to grasp a stone firmly impacted 
in the ampulla through a remotely placed incision in 
the supraduodenal portion of the duct may not only 
result in failure or serious trauma, but, most important 
of all, other stones in this vicinity may be overlooked. 

In exposing the ampulla through a transduodenal in-' 
cision it is extremely necessary to know exactly where 
the former is located. The technique of splitting the 
ampulla and lifting out a stone or stones during retro- 
grade exploration and the subjects of proper physi- 
ologic preoperative preparation have been emphasized. 


f f oe 
a a stone left behind in the ampulla and a spasm 


jot the sphincter of Oddi, so-called dyskinesia. At- 
tacks of the latter do not produce jaundice in my ex- 
perience, though bile may be present in the urine. No 
single attack is likely to outlast the effect ot a single 
dose of morphine and the ‘response to amyl nitrite or 
nitroglycerin is usually prompt. It must be always 
borne in mind, however, that upon the surgeon rests the 
problem of excluding overlooked stones whenever post- 
cholecystectomy colic occurs. 

I think we should be very grateful for this presenta- 
tion by Dr. Cole. 





A Place in the Sun—The moment that we get peo- 
ple to living properly we shall see an enormous reduc- 
tion in disease. One of the most extraordinary things 
is that the good Lord gives us sunshine and chlorophyll 
and other things that science talks about and yet 
when the sun appears man hides himself and when it 
disappears he comes out in the open again. God puts 
His people in the sun and then society comes along and 
shoves His people back into dungeons and behind bars 
and in dark rooms—and that is what we call civiliza- 
tion.—Gaha, F., British Jour. Tuber., July, 1937. 
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CHICAGO 


Health education, like many other phases of 
the public health movement, was begun by the 
doctor. Then it passed into other hands. As 
a result, the movement has in many instances 
progressed to a point where its influence upon 
the doctor is greater than the doctor’s influence 
upon it. Now, a return swing of the pendulum 
is evident. 

Health education was among the first consid- 
erations of the newly formed American Medical 
Association, meeting in Philadelphia in 184?. 
In the proceedings! of this original meeting we 
lind references to the need for study and infor- 
mation about sanitation, vital statistics, milk and 
water supplies and other matters in the field of 
public health. A surprisingly large percentage 
of the time at this first meeting and at subse- 
quent meetings was spent in discussion, not of 
clinical topics, but of matters relating to the 
public health and welfare. 

Ever since, the Association has concerned it- 
self regularly with various matters having an 
influence upon the public health and implying 
the education of the public. The INDEX AND 
Digest oF OFFICIAL AcTIONS* gives the key to 
the progressive handling of many topics of in- 
terest to the public. Taking only those listed 
under the first two letters of the alphabet, we 
find references to “Alcohol,” which shows pro- 
gressively the action of the Association on bey- 
erage alcohol in 1917 and 1921 and again in 
1922, the first being a resolution proposing and 
discouraging the use of alcohol as a beverage 
and therapeutic agent and the two latter setting 
forth the position of the Association with re- 
spect to the use of alcohol under Prohibition 
regulations. On the subject of animal experi- 
mentation, the Association has been on record 
since 1918 in defense of the necessity for unre- 
stricted performance by proper persons of scien- 
tific experiments on living animals. The Asso- 
ciation has supported since 1911 the measures 
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for prevention of ophthalmia neonatorum and 
trachoma and for the prevention of wood alcohol 
poisoning. In connection with blindness, the 
Association in 1933 adopted a resolution calling 
for the combined efforts of the medical, the so- 
cial and the public health authorities to cooper- 
ate in making blood examinations of all preg- 
nant women and the treatment of those infected 
with syphilis and the prevention of blindness 
and other subsequent tragedies. And so— 
through the alphabet. 

The Council on Health and Public Instrue- 
tion was founded in 1911 and became a Bureau 
under the same name in 1923. In 1938 it was 
renamed Bureau of Health Education. In 1923, 
Hyaeia, the Association’s health magazine, was 
established, although it is interesting to note 
that the House of Delegates received the follow- 
ing report in 1868*: 

“Where, then, is the popular medical periodical, hav- 
ing the sanction and authority of the American Med- 
ical Association, enlisting the best talent of the coun- 
try, enlightening the people in physiology, hygiene and 
kindred topics, presenting a condensed popular view 
of the progress of medical science and art, enlivened 
by biography and appropriate fiction and poetry, and 
commanding its hundreds of thousands of readers?” 

The American Medical Association began the 
use of the radio in 1923 and has used it contin- 
uously ever since; during the last four years it 
has been responsible for the only continuous 
non-revenue network health program in drama- 
tized form. 

All of the bureaus and councils of the Amer- 
ican Medical Association have important educa- 
tional functions either for the physician or for 
the public, or both. As a matter of fact, the 
entire influence of the medical profession has 
been exerted habitually through education rather 
than through compulsion. The Association has 
never possessed nor desired any legal authority 
to further its objectives, but has achieved them 
or progressed toward them by utilizing educa- 
tional means. The Council on Pharmacy and 
Chemistry, the Council on Physical Therapy, 
the Council on Foods, the Bureau of Investiga- 
tion, the Bureau of Medical Economics, and the 
Bureau of Legal Medicine and Legislation have 
all functioned primarily by ascertaining the 
facts and making them known. 

One of the most successful examples of the 
power of public education was demonstrated in 
the reform of medical education in this country 
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largely through the influence of the Council on 
Medical Education and Hospitals, which ascer- 
tained the facts about medical schools and 
brought them into the open. The result was 
the collapse of unworthy medical schools and 
not only the survival but the improvement of the 
better schools. 

It would therefore be a mistake to assume 
that the educational functions of the American 
Medical Association are expressed exclusively 
through the Bureaus of Health Education and 
of Exhibits, through Hyeeta and through radio 
broadcasting. These departments are devoted 
primarily to communication with the public, but 
they depend for their information on the other 
bureaus and councils. Many of the latter, es- 
pecially the Bureau of Investigation, have con- 
siderable contact with the public. The JouRNAL 
A.M.A. is widely quoted, not only in profes- 
sional publications, but in lay publications, text- 
books, magazines and the press and, therefore, 
exerts a powerful educational influence, not 
only on the profession, but on the people, 

Not only does the American Medical Asso- 
ciation from its Chicago office have extensive 
policies and activities in health education, but 
State and county medical societies are doing 
a tremendous amount of work along this line. 
As far as our present information goes, we know 
of regularly organized press releases by the State 
medical societies of Alabama, Arkansas, Cali- 
fornia, District of Columbia, Illinois, Indiana, 
Maryland, Michigan, Missouri, North Carolina, 
Pennsylvania, West Virginia, and Wisconsin and 
probably others of which we are not informed. 
During 1938 State medical societies utilizing 
the radio included those of Michigan, Ohio, 
Florida, Indiana, Mississippi, Colorado, New 
Jersey, Illinois, Minnesota, Rhode Island, Ari- 
zona, Wisconsin and the District of Columbia. 
In addition 128 county medical societies had 
radio programs. Numerous medical societies 
from time to time have special projects, such as 
halls of health, State fair exhibits, participation 
in Summer Round-Up campaigns, syphilis cam- 
paigns, immunization projects, May Day dem- 
onstrations, and innumerable other activities 
which are so varied and variable that it is im- 
possible for the American Medical Association 
headquarters to keep itself informed except as 
information is voluntarily sent in or as requests 
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are received for cooperation, material, or sug- 
gestions. 

Not only does the medical profession itself 
take a very active interest in health education, 
but numerous other agencies have entered this 
field. At a meeting called in New York* in 
November 1938, approximately 40 national 
agencies interested in health education were 
represented. These included the medical, den- 
tal and nursing professions, the so-called volun- 
tary health agencies in the fields of tuberculosis 
prevention, cancer control, conservation of vi- 
sion, aid to the hard of hearing, mental hygiene, 
heart disease, and numerous other special fields. 
It included also such special groups as the mem- 
ber organizations of the National Health Coun- 
cil, the National Congress of Parents and 
Teachers, the American School Health Associa- 
tion, the American Association of School Ad- 
ministrators, the National Collegiate Athletic 
Association, the National Council of Parent 
Education, the American Home Economics As- 
sociation, as well as departments of the Federal 
Government interested in health education. The 
multiplicity of such organizations indicates not 
only a widespread, popular interest in the sub- 
ject, but is in itself convincing proof that so far- 
reaching a movement can hardly help having a 
profound influence on the practice of medicine. 

Not only professional and voluntary agencies, 
but governmental departments are entering or 
have entered the field of health education. In 
the Federal Government alone, the United States 
Public Health Service, the United States Chil- 
dren’s Bureau, the United States Office of Edu- 
cation, the United States Bureau of Home Eco- 
nomics, the Accident Prevention Conference, the 
several White House Conferences, the so-called 
Child Health Recovery Conference, the United 
States Bureau of Mines, the Federal Vocational 
Rehabilitation Board, the United States Bureau 
of Animal Industry and the United States Bu- 
reau of the Census take an interest from one 
angle or another in the health of the people and 
translate that interest, through actual service, 
publications, radio programs, speakers and legis- 
lation, into educational influences. Add to these 
the health education activities of State health 
departments, of which at least 16 have recently 
added health education directors to their staffs, 
and of city and county health departments, or 
county nurses working alone, all of whom have 
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important educational functions, and the extent 
to which the public must inevitably become in- 
formed is practically immeasurable. 

It was hardly to be expected that potentialities 
in health education would escape the attention 
of enterprising persons in commerce. The health 
appeal is among the most potent of all appeals 
for the sale of goods. One need only look about 
him to see the manifestations of the appealing 
power of health claims when he observes vita- 
mins in cough drops, hair tonics, skin creams and 
beer, as well as in milk and other food products 
where they logically belong. Or consider the 
effectiveness of the appeal to come over on the 
alkaline side, which is utilized by purveyors of 
mineral waters, by food fad promulgators and 
by venders of headache preparations, laxatives 
and stomach tablets. Health claims for food- 
stuffs have been so blatant in some instances that 
the American Medical Association established a 
Council on Foods to evaluate health claims for 
foodstuffs. New food and drug legislation has 
passed the Congress and is in process of being 
put into effect. 

The potency of claims for easy cures for 
chronic disease is well known to physicians, who 
see on every hand the exploitation of patients 
by unscrupulous quacks and promoters, mostly 
outside the profession, but occasionally within. 
The sales potency of claims for reducing prepara- 
tions is exceeded only by the ridiculousness of 
certain claims or the deadliness of certain 
preparations. The investing of perfectly ordin- 
ary soaps with magic qualities which no soap can 
possess is a matter of everyday experience. 
Dentifrices and mouth washes have been played 
up far beyond any reasonable expectation of per- 
formance, with commercial results undoubtedly 
satisfactory to the promoters. To cite more in- 
stances would merely be to labor the point. 

It is important and fitting now that a word 
should be said on the other side of the com- 
mercial picture. The condemnation of inaccu- 
rate and misleading advertising demands, in 
fairness, a recognition of advertising which is 
constructive, accurate and useful. A great deal 
of useful material from commercial sources must 
be acknowledged. Such advertising is that of 
insurance companies, biological manufacturers, 
food manufacturers or distributors and the mak- 
ers and distributors of products, materials or 
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services useful in the maintenance or promotion 
of health. Outstanding among these are the 
publications of the several dairy councils, of food 
manufacturers or associations of manufacturers 
whose advertising in promotion of their product 
has been found acceptable to the Council on 
Foods because of its accuracy, fairness and re- 
straint and the truthful material published by 
representatives of the soap and glycerine in- 
dustry on topics of cleanliness and expository 
types of advertising setting forth the advantages 
in the diet of certain foodstuffs occurring in 
nature. 

In the midst of this growing welter of activity 
in health education the doctor finds few situa- 
tions in which it does not influence his practice. 
This is for the simple reason that it influences 
his patients. It is virtually impossible to avoid 
meeting with health claims for foods, drugs, cos- 
metics, devices or services unless one refrains 
from reading newspapers, mailed circulars, 
magazines, or books, turns a deaf ear to the 
radio, never attends a club meeting, totally 
ignores billboards, street car cards and other 
forms of poster advertising, and never converses 
with his friends. 

It is small wonder that the patient is confused. 
He is assailed on every side with scare advertis- 
ing. He is warned against wrecking his romance 
with syphilitic infection and at the next glance 
he observes that apples, traditionally the fruit 
which is supposed to keep the doctor away, have 
derived new potency as “healther-uppers and 
sniffle-wowers”!!!. The orange is far more im- 
portant than you would suspect from your knowl- 
edge of its vitamin C content, its citric acid and 
small contribution of calcium; according to the 
street car cards, it is a definite means of pre- 
venting colds and a powerful factor in their 
treatment. The lemon is more than the “man- 
ings” of lemonade or a garnish for the fish; it is 
now, with the aid of baking soda, a first aid 
“when Nature fails.” Even candy, by virtue of 
dextrose, is more than a sweet with a proper 
place in the diet; it has become an important 
factor in the health and energy of the nation. 

Among the more extreme claims, which The 
JouRNAL A. M. A. on one occasion designated 
as “raw claims for raw foods,”® are the so-called 
mineral cocktails derived from vegetable juices 
squeezed by special crushing-choppers which in 
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every respect except the price bear a suspicious 
resemblance to the ordinary food chopper famil- 
iar in every kitchen. The exploitation of sea- 
weed, alfalfa, dried sponges and so-called sea 
vegetables for their content of iodine and other 
minerals, is a thriving business. Vitamins now 
appear in capsules and tablets instead of in 
natural foods, and are good for whatever ails 
you. In many of our larger cities there are 
“health food” stores and “health food” cafeterias 
in large numbers which seem to do a thriving 
business. Even the more conservative restau- 
rants have been compelled to make concessions 


to popular demand in the form of health salads. 


and reducing meals. Sometimes they have gone 
so far as to exploit some of the more popular 
current diet fads. The physician meets this 
situation in the attitudes which his patients de- 
velop. 

Some of the correspondence received by the 
American Medical Association shows how er- 
roneous attitudes are displayed by patients 
toward their physicians, As a result of a little 
knowledge, patients assume that they are com- 
petent to decide such matters as whether a hernia 
should be treated by injection or by operation; 
they attempt to decide what type of anesthesia 
should be used for a given surgical operation. 
In one amusing instance a gentleman proposing 
to have a periodic health examination wrote for 
the name and address of an x-ray laboratory in 
order that he might go and have his head x-rayed 
so that he could take the x-ray to the doctor 
and thus help him in his examination! Patients 
who have read much about the laboratory are 
inclined to place it above the physician in im- 
portance and the same attitude is often manifest 
toward hospitals and clinics. A feeling has 
grown up in the public mind that hospitals and 
clinies, rather than the doctors who work in 
them, are of paramount importance. Patients 
write to the American Medical Association stat- 
ing that a physician has given them instructions 
for the use of a certain drug but that they are 
unwilling to take it until they have investigated 
for themselves its usefulness and its possible 
dangers. They are not aware of their own limita- 
tions in arriving at a decision, even if they could 
be placed in possession of all the facts. 

These are some of the negative results of 


health education. They have made a tremendous 
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impression upon many physicians and have been 
responsible for a feeling that there has been too 
much health education of the public. This feel- 
ing, in my judgment, is not justified and I am 
glad to say that it is disappearing from medical 
circles. I think it is disappearing because the 
positive and beneficial results of health education 
far overshadow the negative by-effects. 

Among the positive benefits assignable largely 
to health education we must include such im- 
provements as better community sanitation, 
water purification, sewage disposal, improved 
milk supplies, beginnings toward elimination of 
soot and noise from our environment. The ac- 
celeration in the decline of the tuberculosis death 
rate is a manifestation of educational influence. 
The slow but apparently steady building up of 
a roster of apparently cured cases of cancer and 
the awakening consciousness of what can be done 
to alleviate this disease, is purely an educational 
product. Improvement in infant health is the 
result in large part of the training of young 
mothers in the care of their babies, plus the 
availability of pure water and pure milk. The 
steady increase in size and weight of our people 
is due to the wide adoption of a better, if not 
yet a perfect, diet. The decline of smallpox and 
diphtheria where vaccination and immunization 
have been practiced is due to educational leader- 
ship. 

Even in the patent medicine field the influence 
of health education has been felt. Quackery is 
by no means dead and probably never will be, 
but it takes a far more subtle and clever form 
of quackery today to fool the people than was 
the case in the good old days, when politicians, 
pugilists, society ladies, actors, street-car con- 
ductors and other eminent medical authorities 
endorsed alcoholic tonics which would make the 
taker adopt an improved outlook upon the world, 
at least until the alcoholic kick wore off. Today 
the appeal is more subtle, often by means of the 
comic strip, but there is a growing attitude of 
skepticism on the part of well informed people 
toward all health claims. The “baby-killer” 
soothing syrup, the tuberculosis cure taken with 
a spoon, the diphtheria “cure,” today find cur- 
rency only among the ignorant groups in our 
population, The epilepsy “cure,” diabetes nos- 
trums and arthritis remedies still make a power- 
ful appeal to the chronic sufferer who has been 
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helped but little by the best medical knowledge 
now available, but even in these fields it is evi- 
dent that health education is beginning to have 
its influence. 

In this confused picture it seems rather clear 
to me that we have not had too much health 
education of the right kind. It is true that we 
have had a great deal of so-called health educa- 
tion which has been unwise in its conception and 
imperfect in its execution and, therefore, dis- 
appointing in its results. Health educators 
themselves have been guilty of serious blunders, 
largely because they were mostly persons who 
had to function without training, except such as 
they could gain by trial and error. The remedy 
seems to be not less health education, but more 
and better. This depends largely on the physi- 
cian. It is he who is the custodian of the basic 
facts on which a program of health education 
must be based. Because health education so 
vitally affects his practice, it is necessary that 
he shall exert his influence upon health educa- 
tion. This he can accomplish in many ways, of 
which the following are but a few of the most 
important : 

(a) The physician must continue in his pri- 
vate practice as he has always done, to instruct 
the patient with relation to prevention as well as 
treatment. 

(b) The physician as an individual must be 
ready to contribute his share to health education 
through support of and participation in the edu- 
cational activities of his professional body, either 
local, State or national. 

(c) The medical profession must occupy a 
prominent place in the community picture in 
health education, including the utilization of 
press, radio, rostrum, conference, committee and 
personal contact. 

(d) The medical profession must be ready at 
all times to offer its advice to lay bodies inter- 
esting themselves-in health education and to the 
official community agencies through which health 
education may reach the public, especially the 
health department, the schools, the library and 
recreation agencies. 

(e) The medical profession must be prepared 
to give its aid toward the solution of community 
health problems, such as water supply, milk sup- 


ply, sanitation, contagious disease control, health 


promotion and enlightenment of the public. 
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Through its active interest in these problems the 
profession will exert a profound educational in- 
fluence. 

It has often been argued that small medical 
societies outside the population centers cannot 
function in these many directions. I do not 
believe this is necessarily true. I am thinking 
of the Medical Society of York County, Ne- 
braska, which enlisted the aid of the State Tuber- 
culosis Association, the State Health Depart- 
ment, the State Medical Association, and the 
State Planning Board and turned out a piece of 
epidemiological investigation through tubercu- 
losis case finding which brought them a knowl- 
edge of the location and identity of tuberculosis 
cases representing 95 per cent. of the theoretical 
incidence of tuberculosis, on the basis of the 
Framingham ratio of nine cases per annual 
death. The Oconto County Medical Society in 
northern Wisconsin is proud of the fact that 
diphtheria immunization and smallpox vaccina- 
tion are carried on regularly under the auspices 
of the Society in the doctors’ own offices from 
year to year. Undoubtedly there are numerous 
other examples which could be cited. However, 
these two represent medical societies with a small 
membership practicing in a sparsely settled rural 
community in which no organized public health 
service is available, except that from the State 
Board of Health, which is necessarily both re- 
mote and dilute. If these groups of doctors can 
do it, others can do likewise. There are many 
helps available from the State Medical Society 
office, especially from the Educational Committee 
of the Illinois State Medical Society. Other 
helps are available from the American Medical 
Association, which will furnish the following 
services useful in local programs of health educa- 
tion: 

(a) Loan collections of Hy@rta clippings on 
82 topics, together with proposed lecture out- 
lines to aid physicians in preparing talks for lay 
audiences, 

(b) Enough radio talks ready for broadcast- 
ing to keep a county medical society on the air 
once a week for 16 years, 

(c) Pamphlets at nominal prices for use to 
supplement the doctor’s personal instruction to 
his patients, or in connection with public ad- 


dresses, radio talks or exhibits. 
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(4) Exhibits or material which can be worked 
into exhibits for local use. 

(e) Hyexia, The Health Magazine for the 
doctor’s waiting room table, or to be used as a 
basis for local press releases, radio programs, 
speeches and numerous purposes. 

(f) Consultation and suggestions on special 
problems. 

(gz) To the extent that the headquarters’ per- 
sonnel can cover the ground, speakers may be 
had for local meetings and in Illinois, of course, 
your State Medical Society Hducational Com- 
mittee has furnished many speakers from among 
your own number. 

There can be no receding from our present 
position. We have gone beyond the stage of 
debate as to whether there shall be health educa- 
tion, or not. The public demands it and the 
public will have it. The public had better have 
it from qualified sources with high regard for 
the public interest than from unqualified sources 
or from selfi-seekers. What this adds up to is 
that the medical profession must take a promi- 
hent part in health education, in cooperation 
with all sincere community groups working to- 
ward the game objective as that which. is ex- 
pressed in the constitution of the American 
Medical Association, namely, the betterment of 
the public health. 
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RHEUMATIC FEVER IN CHILDREN: 
ETIOLOGY 


Grorce L. DRENNAN 
JACKSONVILLE, ILL. 

Those who are skeptical of medicine, and who 
question its rank among the sciences, those who 
giibly assert that the history of medicine con- 
tains but a grain of truth in a welter of ignor- 
ance and doubt, should examine the old medical 
manuscripts which have been preserved, and 
which would make them realize the great 
stridés made since then. 
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They would also appreciate what prejudice 
and ignorauce had to be overcome to bring medi- 
cine to its present status, and however modest 
that accomplishment may be considered, it is 
at least on towering heights as compared with 
the uncertainty and appalling mistakes of 
earliest practice. 

“On a first view of the subject, it would seem 
that nothing could be more forbidding, or, one 
might say, more worn out, than a history of 
rheumatism in particular. It is not so, however, 
and 1 yenture to hope that researches which 
constitute the subject of this work will offer 
some interest and novelty. They will prove, if 
1 am not much deceived, that upon this subject, 
as well as upon many others, there was some- 
thing for us to glean after our predecessors ; 
and that it was destined to be submitted to that 
great law of progress and reform, which ani- 
mates, fecundates, and governs in medicine as 
in all other things.” 

The above paragraph is a quotation from 
“New Researches on Articular Rheumatism in 
General, Preliminary Considerations,’ by Jean 
Bouilland (1796-1881) published in 1836. I 
need not add that it is not altogether inappro- 
priate today. 

The exact cause of rheumatic infection in 
children is still not determined, although for 
many years research in bacteriology, pathology, 
and practice has been directed toward the isola- 
tion of bacteria or virus which will produce the 
disease, The generally accepted view is that the 
disease is bacterial in origin but no microorgan- 
ism has been proved to be responsible. Many 
facts seem to bear out the view that the disease 
is an infection and many investigators have 
isolated microorganisms which they feel to be 
the specific exciting cause. 

Poynton, Payne, Swiit, Small, Birkhang, and 
others cultured streptococci from the _ blood, 
valves, joints, pericardial fluid, and pharynx of 
cases and many claim to have produced in ani- 
mals myocardial lesions very similar to the 
Aschoff bodies found in the rheumatic heart, 
The importance of the hemolytic streptococcus 
in producing rheumatic infections has recently 
been advanced by Coburn and Pauli who state 
the belief that the reactions of the patient to 
certain well-defined strains of hemolytic strep- 
tococci is the underlying cause of the rheumatic 
infections. However, Wheeler and her associates 
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using patients from the same vicinity as Coburn 
and Pauli contradict this view. 

The organism isolated by many investigators 
has usually been a strain of non-hemolytic strep- 
tococcus; both green-forming and _ indifferent 
types, have been charged with the responsibility 
of causing the disease. Lichtman found that 
the non-hemolytic streptococcus could be isolated 
from six per cent. of a series of patients suffer- 
ing from nine totally different diseases. It is 
established that the non-hemolytic streptococcus 
can be constantly obtained from almost every 
throat. In view of these facts it would seem that 
the isolation of various strains of non-hemolytic 
streptococci from the blood stream of patients 
with rheumatic infections is merely coincidental, 
serving as evidence that the most frequent 
transitory bacterium in the blood of all persons 
is a non-hemolytic streptococcus. 

Tn an attempt to reconcile these findings some 
investigators have stated that all types of strep- 
tococci are able to produce an allergic reaction 
in certain persons and that perhaps organisms 
other than the streptococcus are able to do like- 
wise. According to this school of thought, rheu- 
matic infection is an expression of this allergic 
reaction. 

Several workers abroad, by the use of special 
technic, have isolated a tuberculosis organism in 
cases of acute rheumatic infections, but this 
work has not been confirmed. 

Even the vitamins have been advanced as the 
causative agent. Rinehart was led to believe 
that rheumatic infection might be the result 
of vitamin C deficiency plus infection, but other 
workers could find no clinical evidence to sub- 
stantiate this hypothesis. ; 

Observation of particles which strongly sug- 
gest virus elementary bodies in the exudates 
obtained from synovial and pericardial cavities 
has led several English investigators to advance 
the hypothesis that a virus was the cause of the 
disease. However, this evidence is indirect and 
the disease has not been transmitted to experi- 
mental animals with this material. 

Of significance is the recent work of Fried- 
man, Klein and Rosenblum in which serum orig- 
inally obtained from patients during the acute 
phase of rheumatic infection was injected into 
the same patients during convalescence. They 
found that after a lag of days, this evoked 
symptoms and signs suggestive of the original 
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disease. This would indicate the presence of 
some substances other than a non-specific serum 
in the blood of the patients with the acute 
rheumatic infection which is capable of repro- 
ducing signs and symptoms of the disease when 
the serum of this blood is injected intravenously 
into the patient from whom it was originally 
taken. 

Accurate knowledge of the natural history of 
any disease is vital to a true conception of it, 
its spread, modes of transmission, entrance into 
the organism and modes of atttack. It is 
obvious that at present there are many gaps in 
our knowledge of rheumatic infection, but facts 
are gradually being accumulated and in time we 
shall certainly know as much of it as we do of 
other diseases. What we do know is more sug- 
gestive than definite. 

Since the disease is most common among 
children of the poorer classes it is not surprising 
that it has been etiologically associated with 
other disorders which prevail in the same 
groups, namely tuberculosis, streptococcic infec- 
tions and vitamin deficiency diseases. No one 
has yet succeeded in demonstrating a direct link 
between these conditions and rheumatic infec- 
tions. 

There are many factors involved in an attempt 
to explain the fact that the disease is so exclu- 
sively one of poverty. Those features which 
seem to be more important as - predisposing 
conditions are overcrowding, improper or in- 
sufficient food, poor clothing, variable tempera- 
ture in the home, poor sanitation, dampness, 
lack of sunshine and poor maternal care. Of 
these possibilities dampness and chilling have 
been looked upon as of majojr importance since 
John Haygarth wrote in 1805: “Exposure to 
cold and moisture is a principal cause of the 
acute rheumatism, and many other especially 
inflammatory diseases, For this reason we 
cannot be too minute and diligent in our 
endeavors to investigate the circumstances in 
which this enemy of mankind produces such 
injurious effects.” 

Upper respiratory tract and tonsillar infec- 
tions, both acute and chronic, have been listed 
repeatedly since early writings in connection 
with the etiology of rheumatic infections. The 
relationship of scarlet fever to the disease has 
also been the subject of frequent debate. It 
seems much more logical to consider these pre- 
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disposing rather than actual causes of the 
disease. 

The age of the onset of a rheumatic infection 
is not always easy to determine. Where the 
disease starts as a clear-cut chorea or acute 
rheumatic polyarthritis, the date of onset is 
obvious, but too often the symptoms escape 
the notice of the parent. Numerous attempts 
have been made to determine the ages at which 
the incidence of rheumatic infection is greatest 
and the various series agree that the peak of 
incidence is between the ages of five and fifteen. 
The disease is rare before the age of three, 
uncommon under five and most common at the 
age of nine. This would indicate that the first 
decade of life presents the most dangers for a 
child as regards the rheumatic infections. 

The seasonal and geographic distribution of 
the disease deserves brief comment. It is to a 
great degree confined to the countries in the 
temperate zones. It has been suggested that 
rain, cold, dampness and sudden variability in 
temperature tend to increase the incidence of 
rheumatic infections. Some investigators have 
reported peak incidence of cases of this disease 
in the spring and fall months; however, it is 
not uncommon to encounter the earliest symp- 
toms at any time during the year. 

That rheumatic infection in childhood is 
reflected in cardiac deaths up to the age of 40 
and comprises 25 per cent. of these deaths, is 
accepted. That these figures are sufficient to 
show that rheumatic infections in childhood con- 
stitute a tremendous public health problem is 
obvious. One has to work with children only a 
short time to be strongly impressed with the 
problem of rheumatic infections. The child who 
is limited in his work and play, retarded in his 
school work because of long absences presents a 
pathetic picture. And so the question quickly 
arises, “what can we do about it?” 





SIGNS AND SYMPTOMS OF RHEUMATIC 
FEVER 
King Woopwarp 
ROCKFORD, ILL 


In discussing the symptoms of rheumatic 
fever in childhood we no longer view the sub- 
ject as an acute inflammatory disease of the 
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joints, with associated heart damage, but rather 
as a systemic infection with manifold signs and 
symptoms which differ markedly from the rheu- 
matic fever seen in adult life. 

The degree of severity of these symptoms 
varies greatly. The fulminating type is marked 
by high fever, toxic signs, rapid and extensive 
pancarditis and death in a short time. A sec- 
ond variety is manifested by migratory polyar- 
thritis, carditis, rheumatic nodules, epistaxis, 
etc., followed by a quiescent period; then there 
is a flareup and aggravation of all symptoms 
leaving permanent destruction in its path and 
a premature death. The third type which is of 
greatest importance to the pediatrician is the 
childhood rheumatic fever ushered in with vague 
and insidious symptoms and signs. Our early 
recognition of this phase of rheumatic fever is 
paramount and is a challenge to us. Prompt 
and adequate treatment during this phase will 
prolong many lives. Let us discuss some of 
these symptoms more in detail. 

Fatigue in a child should always make us 
suspicious. The child who after a series of 
upper respiratory infections is tired after school. 
wants to rest, is cranky and unhappy, bears 
watching. 

Fever may be manifest daily for a period of 
weeks for no apparent reason, not constant nor 
high, but persistent. 

The Weight may be stationary and associated 
with anorexia. 

The Pulse rate is usually elevated out of 
proportion to the temperature and is a much 
better index of infection. 

These signs together with a leukocytosis and 
an increased sedimentation rate may make up 
the symptom-complex of early rheumatism in 
childhood. There may be no signs of acute 
arthritis at this stage of the picture, nor will 
there always be an audible heart murmur. 

We frequently hear and use the term “grow- 
ing pains” and no doubt all of us have at one 
time or another associated these symptoms with 
rheumatic fever. There is, however, a very defi- 
nite feeling now among some authorities on the 
subject that the term “growing pains” should 
not be used in connection with rheumatism. Dr. 
Shapiro has recently published an article on this 
subjeet and as some of you may not be familiar 
with his work I have had a chart made showing 
his differential table. 
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The case with typical joint pains is not diffi- 
cult to diagnose and I need not elaborate further 
on this point. 

Enistaxis is a frequent symptom of rheuma- 
-tism and usually occurs during the active stage 
of this disease. 

Pallor is usually present in the rheumatic 
child, but not necessarily associated with low- 
ered hemoglobin. 

Chorea—At the present time there appears 
to be some controversy as to the exact relation- 
ship of chorea and rheumatic fever and I trust 
that Dr. Gibson or Dr. Elghammer will give us 
their opinion on this matter. Suffice it to say 
that chorea is about five times more prevalent in 
girls, that it may follow an emotional upset and 
regardless of the controversy to follow chorea is 
still manifest by purposeless movements. 

Rheumatic nodules are an index of activity 
representing proliferative changes and usually 
appear in those seriously affected. They are 
small, hard nodules not particularly tender and 
usually occur over the elbows, knuckles and 
wrists. They may persist for some weeks and 
then disappear as activity subsides. 

Abdominal pain is usually present with an 
existing pericarditis and pericardial friction rub. 

Erythemas occur in rheumatic infection prin- 
cipally as erythema marginatum which presents 
itself as pale red or bluish red ringlets with 
pale centers, appearing chiefly on the flexor sur- 
faces of the arms and on the chest. The rash 
may be fleeting or persist for days. 

Cardiac Signs—Rheumatic heart disease must 
be looked upon as part of rheumatic fever and 
not as a complication and also the most impor- 
tant part of the disease. Rarely does an indi- 
vidual suffering from acute rheumatic fever 
escape without carditis. Perhaps the first attack 
may leave no damage, but the subsequent attacks 
will not deal so kindly with the heart. The 
earliest sign of carditis may be only an increased 
pulse rate. There may be no audible murmur 
or a murmur may occur weeks later after all 
other signs of acute infection have subsided. A 
soft systolic blow at the apex is the commonest 
murmur heard. Frequently with improvement 
this disappears. Further signs of cardiac involve- 
ment have been and will be discussed under 
pathology and treatment by other members of 
this panel. 

Let me close my part of this discussion by 
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asking for continued, alert investigation of the 
child that presents the symptoms of fatigue, 
persistent low grade fever, elevation of pulse, 
leukocytosis and increased sedimentation with 
or without arthritis or further cardiac signs. 





TREATMENT OF RHEUMATIC FEVER IN 
CHILDREN 


H. WiLiiAM ELa@uaMMeER, M. D, 
CHICAGO 


The etiology of rheumatic fever in children 
being unknown, a discussion of the treatment 
will necessarily be rather lengthy and in some 
phases unsatisfactory. When the cause is found, 
most likely the treatment will be definite. It 
occurred to me that we might, for the sake of 
orientation, consider the treatment directed 
against the systemic phase of this condition and 
also against local manifestations, giving consid- 
eration to certain subheadings, such as prophy- 
lactic treatment, active treatment and, when 
possible, protective treatment. 

The various predisposing factors met with in 
the etiology of rheumatic fever suggest many 
measures to be considered in the prophylaxis 
of this infection: attention to clothing, avoid- 
ance of chilling and exposure to dampness and 
cold are of great importance. A well-balanced 
daily routine in regard to play, work and rest 
and regularity of meals is very essential. Often 
children of the preschool age are allowed to dis- 
pense with their afternoon rest; many are sent 
to kindergarten in the afternoon and are occu- 
pied with additional work, such as music lessons 
and dancing. Recreations of a negative form, 
such as movies and radio are allowed to occupy 
an excessive portion of the child’s daily life. 

A child who has a history of rheumatism in 
the family should be given particular attention. 
Common colds, pharyngeal infections, tonsillitis 
and childhood diseases, as we know, may initiate 
a rheumatic infection. Convalescence from 
these diseases should be prolonged beyond the 
ordinary time usually allowed, and one should 
be particularly on the alert for any early signs 
of rheumatic fever. 

I think we all feel that rheumatic infection 
has a definite familial tendency and at times 
there seems to be a strong suggestion of con- 
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tagiousness. Considering this standpoint, I be- 
lieve it is advisable to avoid contact with active 
cases of rheumatic fever. 

The over-active nervous child—a rather com- 
mon clinical entity—who does not respond to 
the ordinary management of rest and routine, 
is often found to have a chronic infection of 
the pharyngeal and upper respiratory tract. 
Such conditions as repeated colds, otitis media 
and tonsillitis I think should be given particular 
attention. 

The removal of chronically diseased tonsils 
and adenoids is not in itself a prevention of 
rheumatic infection and I think that there are 
times when the removal of tonsils and adenoids 
may even do harm to the child. However, if 
the child presents no systemic infection and if 
it is in the favorable season of the year, that is 
early summer, definitely diseased tonsils and 
adenoids should be removed, from the stand- 
point of general health and relieving the child 
of this burden. 

We are accustomed to regard a normal gain 
in weight as being an indication of optimum 
health; therefore, we should give particular at- 
tention to the underweight child. Being under- 
weight in itself increases the hazards of the 
child in regard to acute rheumatic infection. 

Again in the predisposing etiology we must 
consider climate; it may even be advisable to 
remove certain types of children to a warmer 
climate in order to save them from coming 
down with this infection. 

Perhaps the most important therapeutic 
agent in the active treatment of this condition 
is absolute rest, which is a large order; this 
means bodily as well as mental rest and tran- 
quility. This can be accomplished in most cases 
at home if the parents are informed of the 
nature of this disease and if the little patient 
is enlisted and won over to assist the doctor in 
trying to return him to health. Where we can- 
not get the cooperation of the parents we may 
have to resort to hospital or sanitarium care. 
During the prolonged period of rest that the 
child needs he soon learns to amuse himself 
without a great deal of bodily activity. Each 
case should be studied individually and it is 
quite astonishing the many ways by which these 
children can be kept happy and really receive 
complete rest. Many times in instituting this 
management it will be of value, in order to gain 
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the confidence of the parents, to give some seda- 
tive temporarily, such as bromide or phenobar- 
bital. The patient should be kept in an evenly 
warm room and guarded against any possible 
chilling, since variations in room temperature 
seem to be particularly inducive of trouble. 

A great deal has been said about diet. I 
think we can learn something from the experi- 
ences of the past in the treatment of tubercu- 
losis. A general diet with a moderately pro- 
portional carbohydrate intake and the addition 
of vitamin D in the form of cod liver oil will 
suffice. Of late a great number of vitamins 
have been added, but I think we can truthfully 
say that a well-balanced diet has proven satis- 
factory. A high carbohydrate diet will induce 
a sudden increase in weight but not the type 
of growth that is indicative of resistance. 

As to drugs, salicylates in some form or other 
are most commonly used. Salicylates have a 
very definite action on fever and pain and may 
have some direct action on the pathologic pro- 
cess but we cannot definitely state that sali- 
cylates are a specific medication for this disease. 

The time that is required for this manage- 
ment should be measured in weeks and months 
rather than days. What is the answer to the 
question, when can we terminate this strict 
management? General improvement of the 
child measured by return of appetite and the 
child becoming happy and satisfied, decrease in 
the pulse rate, return of the temperature to 
normal, a normal proportion between the pulse 
in the daytime and the pulse when the child is 
asleep are some of the clinical findings that 
determine the progress of the disease. During 
the last seven or eight years I have become 
convinced that the sedimentation rate of the 
erythrocytes is a most valuable laboratory test 
for the determination of the state of activity 
of the infection. This test is often far more 
sensitive and reliable than our clinical criteria. 

Considering protective treatment, what can 
be done to protect the child against recurrence ? 
We know that any slight infection of the upper 
respiratory tract may cause a recurrence. In 
these patients there seems to be a silent period 
of about fourteen days between the time of in- 
fection and a flare-up or recurrence of the rheu- 
matic process. These recurrent exacerbations 
have been very well termed “miniature rheu- 
matie fever.” While these children have such 
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trivial infections they should be watched care- 
fully and their rest prolonged. Some clinicians 
feel that continued salicylate medication affords 
some protection. This, however, is questionable. 


These children should be guarded against: 


contact with infections. Their activity should 
be increased gradtally, carefully guarding 
against fatigue or overtiredness. An _ effort 
should be made to maintain their resistance 
and it may be advisable in some cases to remove 
them to a different climate. Repeated exami- 
nations of the upper respiratory tract should 
be made and, if possible, cultures taken to esti- 
mate the amount of streptococci present. Some 
men feel that where hemolytic streptococci are 
found in excessive amounts, sulfanilamide may 
be of value. 

The secondary anemia which usually is as- 
sociated with rheumatic infection should re- 
ceive particular attention. 

As to the local manifestations which are num- 
erous, we may limit the discussion to the con- 
sideration of chorea and rheumatic carditis. 
Chorea is more common in girls than in boys. 
Early recognition and diagnosis are important. 
I believe that there is a phase of chorea that 
escapes us frequently, that is the mental pro- 
drome, the incoordination that suggests itself in 
the lack of memory and lack of concentration. 
This phase of chorea is often present long be- 
fore muscular incoordinations make their ap- 
pearance. Chorea does not present in itself an 
active phase of the infection; the sedimentation 
rate is always normal in an uncomplicated case. 
Chorea without other rheumatic manifestations 
rarely results in heart involvement. 

Absolute rest and mental relaxation are the 
most important measures in the active treatment 
of chorea. If you do not get results it is be- 
cause you are not successful in producing bodily 
and mental rest. 

As to drugs, sedatives in the form of phe- 
nobarbital and bromide seem to have definite 
beneficial action. Salicylates are also commonly 
employed. Of late we have tried artificial fever 
treatment by the injection of various vaccines 
and by drugs, but my impression is that some- 
times this treatment renders the child even 
worse than the chorea. Hydrotherapy in the 
form of prolonged warm baths or packs has been 
a great help at the sanitarium in the treatment 


of chorea. It is possible that fever therapy in 
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the form of physical agents, such as radio-fre- 
quency waves, may prove to be of value. Arsenic 
was formerly the drug of choice, but I would 
like to know if it is truly a therapeutic agent 
or if the seeming improvement is not due to 
peripheral neuritis and paresis. Arsenic in our 
experience is not the drug for chorea. 

As to the protective phase of chorea, we know 
that a child recovering from chorea has had 
a rheumatic infection and, therefore, should be 
guarded against any possible recurrence. We 
should be on the alert in these cases because 
we know they are likely to recur the following 
spring and any sign of recurrence should be 
treated by strict active measures. 

Concerning rheumatic heart disease it should 
be emphasized that the heart is always involved 
in the rheumatic infection to a certain degree. 
In frank rheumatic heart disease the various 
signs and symptoms that are produced often 
attract our attention to the degree that the 
treatment is directed mainly against the heart 
and we overlook the systemic nature of the in- 
fection. 

The prophylaxis of rheumatic heart disease 
depends upon early recognition of rheumatic 
infection followed by strict management and pro- 
longed rest, hoping to render the infection in- 
active as quickly as possible. 

A child with rheumatic heart disease should, 
of course, be kept strictly in bed, in the hori- 
zontal position to reduce the work of the heart. 
Some form of salicylates should be employed 
to the point of tolerance. The time required 
for this management does not depend upon 
the physical findings of the heart itself but more 
so upon the nature of the infection. The ac- 
tivity of the infection I believe is most important 
in the determination of the period of time re- 
quired for the child to remain at rest. 

As to the failing or decompensating heart in 
children with rheumatic heart disease, it is my 
impression that this most always occurs during 
activity of the infection. We have rarely seen 
decompensation from physical means, such as 
strain or overactivity. Therefore, treatment of 
a failing heart in a child is mainly that of a 
very active infection. If this is true, it may 
explain some of the discouraging results we 
have had in the use of digitalis in the decom- 
pensating heart. It seems that digitalis does 
not improve the condition while the patient is 
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in the active stage; on the contrary, the use of 
digitalis is often followed by sudden death. 

The fast beating heart, the frantic heart, can 
be quieted with application of cold. Ice packs 
are beneficial. Codein and morphine are in- 
dicated to give complete rest and relief. 

During the last few years we have been 
astonished over the good results sometimes ob- 
tained from the use of glucose intravenously 
during the period of decompensation of the 
heart. 

As to the protective treatment of chronic 
valvular disease, we may state that these chil- 
dren are not endangered by physical activity, 
per se. In other words, these children, because 
they have had a rheumatic condition and are 
left with valvular disease, should not be kept 
invalids. I do not believe that activity in itself 
is of great harm. The real danger is reinfec- 
tion and recurrence of the rheumatic infection. 
These patients going through childhood dis- 
eases or any upper respiratory infections, even 
of trivial type, should be kept in bed and the 
rest in bed prolonged beyond the silent period 
of the infection and we should always be on the 
alert for any signs of recurrence. 

In the treatment of any rheumatic manifes- 
tation one should always keep the systemic na- 
ture of the disease in mind, constantly 
anticipating its persistent tendency of recur- 


rence. 





PATHOLOGY OF RHEUMATIC FEVER 
STanLey Gipson, M. D. 


Rheumatic fever is an infectious disease of 
unknown etiology which manifests itself chiefly 


by symptoms and signs referable to the joints, 


a 
the central nervous system and the heart. The 


localization of the rheumatic infection in and 
about the joints produces the well-recognized 
fleeting poly-arthritis, Localization of the in- 
fection in the brain is generally conceded to be 
responsible for the manifestations of chorea. 
Finally, the invasion of the tissues of the heart 
accounts for the symptoms and signs of heart 
disease. 

Clinical studies would suggest that the path- 
olory-of rheumatism is limited chiefly to these 
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areas. Pathologic investigations, however, show 
that there are more widespread tissue changes, 
and that the subcutaneous tissues, blood vessels, 
lungs and muscles share in the rheumatic in- 
vasion, 

The most important changes, both grossly 
and microscopically, are found in the heart. 
Rheumatic infection in early life is especially 
likely to result in severe and extensive cardiac 
damage. The valvular involvement was for- 
merly considered the chief feature of rheumatic 
heart disease, though it is now well recognized 
that myocarditis is practically always present, 
and pericarditis is more frequent than clinical 
findings would lead us to believe. The mitral 
valve is practically always involved in rheumatic 
heart disease. Along the line of closure of the 
valve are small vegetations composed of fibrin. 
Throughout the valve cusps and even the chor- 
dae tendineae inflammation occurs which 
eventually results in scarring and deformity of 
the valve. The aortic valve is involved in per- 
haps half of the instances, and the tricuspid 
valve almost as frequently, though its signs are 
usually overshadowed by those of the mitral in- 
volvement. The pulmonary valve usually 
escapes, or is involved only as a terminal event. 
In a postmortem study of 73 cases of rheumatic 
fever at The Children’s Memorial Hospital, 
Denenholz and I! found the mitral valve in- 
volved in 72, the aortic in 46, the tricuspid in 
41, and the pulmonary in 8. 

Pericarditis is fibrinous or serofibrinous in 
character, involving greater or lesser areas, de- 
pending upon its severity. The amount of 
exudate is usually small. Localized or general 
adhesions between the layers of the pericardium 
occur in most instances. In severe cases ex- 
ternal adhesions may bind the heart to sur- 
rounding structures. In our series of cases, 
pericarditis was found in 62 of the 73. cases. 
Friedberg and Gross? in a microscopic study of 
the pericardial changes in rheumatic fever point 
out that in practically 100 per cent. of cases 
of rheumatic disease of the heart the pericard- 
ium showed evidence of inflammation. In many 
of these cases there was no obvious gross evi- 
dence of pericardial involvement. We know, 
also, that the myocardium practically always 
shares the rheumatic invasion. It is thus evi- 
dent that in practically every case of rheumatic 


heart disease pancarditis is present. 
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There are two prominent features which char- 
acterize the minute tissue changes in rheumatic 
fever, namely, exudation and proliferation, The 
exudative process is exemplified in the effusion 
into joint cavities, into the pericardial sac, and 
into the pleural cavity. The proliferative pro- 
cess is typified in the cellular reaction in the 
heart muscle and in the subcutaneous nodules. 
These two processes are not distinct from one 
another; in fact, both are usually seen at the 
same time, the preponderance of the one or the 
other being determined by the nature of the 
involved tissue and by the stage of evolution or 
regression of the lesion. 

Pathologists have also called attention to a 
primary injury to connective tissue affecting the 
collagen bundles, resulting in localized edema 
or even necrosis. Klinge* believes this to be the 
first specific change resulting from rheumatic 
infection, and that the exudative and prolifera- 
tive manifestations result from this damage to 
connective tissue. He has also suggested that 
the nature of the connective tissue change is 
such as occurs in allergic states, and some have 
undertaken to explain the entire pathology of 
rheumatism on this basis, 

The Aschoff body as found in the heart 
muscle is regarded as the characteristic lesion 
of rheumatic fever. In this localized formation 
are found the various pathological changes men- 
tioned above. There is degeneration of connec- 
tive tissue, together with fibrinous exudation. 
Surrounding this area or interspersed through 
it are large cells, often multinuclear, with baso- 
philic cytoplasm. These Aschoff cells are con- 
sidered the identifying feature of the rheumatic 
pathology. In addition to these cells, polymor- 
phonuclear leucocytes, lymphocytes and plasma 
cells are frequently found. Healing occurs 
through the formation of fibrous tissue. 

Although the typical Aschoff body is found 
most frequently in the myocardium, the other 
tissues of the heart present comparable lesions. 
The involvement of the heart valves and of the 
pericardium is usually more diffuse, rather than 
revealing the local proliferation which char- 
acterizes the reaction in the heart muscle. 

Mote, Massell, and Jones? gave an excellent 
review of the literature of the microscopic study 
of rheumatic nodules, and describe the path- 
ology as they found it in a number of excised 
nodules. They believe that many of the dis- 
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crepancies found in the literature are due to 
the varying stages in the evolution or regression 
of the nodules. They have found, similar to the 
descriptions of the Aschoff nodules in the myo- 
cardium, that the lesions are again exudative 
and proliferative, the first change being ap- 
parently an alteration in the structure of col- 
legen with resulting edema formation and depo- 
sition of fibrin-like material. 

These same authors were able to induce rheu- 
matic nodules in patients with rheumatic fever 
by injecting the patient’s blood into the region 
of the olecranon process, combined with fric- 
tional pressure. Nodules occurred in 90 per 
cent. of 20 patients with clinical evidence of 
rheumatic fever. Normal saline in place of 
blood was also sufficient to produce nodules in 
a fair percentage of rheumatic patients. These 
nodules were similar in clinical and microscopic 
appearance to those which occur spontaneously. 

Although there is general agreement as to 
the essential pathological changes in the rheu- 
matie inflammation, there has been much un- 
certainty as to the origin and nature of the 
Aschoff cells. McEwen® utilized scrapings of 
subcutaneous nodules from patients with rheu- 
matic fever in the effort to throw light on this 
problem. ‘These scrapings were stained with 
supravital dyes. The characteristic cells were 
practically devoid of phagocytic power, and dis- 
tinctly different from the essential cells of tu- 
berculous and syphilitic lesions. He believed 
that they probably arose from undifferentiated 
mesenchymal elements of loose connective tissue. 

McEwen® also studied rheumatic exudates 


from joints, pleurae and pericardial sac, to de- 


“termine the nature of the cellular content and 


to determine whether there might be found the 
typical cells of the rheumatic granuloma, thus 
enabling one to establish a definite etiologic 
diagnosis. Supravital stains failed to reveal 
cells similar to those which he had found in 
rheumatic nodules. The number of cells in 
joint fluids examined varied between 800 and 
47,000, and the number of cells seemed to be 
determined largely by the stage and the severity 
of the arthritis. The cellular content consisted 
of polymorphonuclear neutrophiles, monocytes, 
and undifferentiated young connective tissue 
cells. In none of the specimens did the fluid 
appear distinctly turbid. Non-rheumatic joint 
exudates obtained from rheumatoid, gonorrheal, 
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syphilitic and tuberculous arthritis presented a 
similar cell picture. 

-Important studies have appeared recently 
concerning the pulmonary lesions of rheumatic 
fever. Gouley’? has not only stressed the oc- 
currence of rheumatic pneumonopathy, but has 
emphasized its importance as a possible factor 
in right heart failure. 

He points out that the acute changes in the 
interstitial tissues of the lung are comparable 
to those found in the Aschoff nodule in the 
heart muscle: namely, an initial focal fibrinous 
necrosis, a later proliferation of macrophages, 
and the final fibrosis. The subacute stage is 
characterized by the lung tissue becoming tough 
and rubberoid in consistency, and by the fre- 
quent occurrence of basal atelectasis. He be- 
lieves that the localized findings at the base of 
the left lung posteriorly, so often attributed to 
pericardial or pleural effusion, are due to ate- 
lectasis and that this atelectasis results from 
impaired elasticity of the lung. 

In the chronic stage of rheumatic pneumono- 
pathy the lungs are dense in consistency, re- 
maining semi-inflated, and the alveoli stand out 
rigidly due to interstitial fibrosis. 

As a result of such extensive pathological 
changes in the lungs, it is easy to believe that 
the pulmonary pathology may be an important 
factor in the right heart failure, which is so 
characteristic of the later stages of rheumatic 
heart disease. 

Little need be said of the changes in the brain 
in chorea, for they are not well understood. 
Uncomplicated chorea is rarely fatal, so that 


little opportunity is offered for microscopic- 


study. If the chorea is complicated by acute in- 
fection, the question is naturally raised as to 
whether the brain changes are merely the result 
of the complicating infection or due to ithe 
chorea itself. Microscopic changes suggestive 
- of the rheumatic infection have been described, 
but there seems to be little agreement among 
pathologists as to the presence of specific path- 
ology. 

Of interest to us as clinicians is the relative 
frequency of the major rheumatic phenomena, 
their relationship to one another, and particu- 
larly to cardiac involvement. I have, therefore, 
undertaken a brief summary of 1,068 cases 
from our files at The Children’s Memorial Hos- 
pital and at St, Luke’s Hospital. Of this group, 
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459 have had chorea, 650 have had polyarthritis, 
and 627 have rheumatic heart disease. 

Of the 459 children with chorea, 208 had no 
other evidence of rheumatism. Polyarthritis 
occurred in 164, and heart disease in 176 (38 
per cent.). Nodules were found in 24 instances 
and pericarditis in 14. 

If the 650 children who suffered from poly- 
arthritis, 157 had polyarthritis alone, 164 had 
chorea, and 420 (65 per cent.) had signs of 
heart disease. There were 87 children who ex- 
hibited rheumatic nodules, and 54 had _peri- 
carditis. 

It is thus seen that heart disease is distinctly 
more frequent in conjunction with polyarthritis 
than with chorea. It is also of interest to note 
that the incidence of nodules and of pericarditis 
is much higher in the group with polyarthritis 
than in the group with chorea. It is well known 
that both rheumatic nodules and pericarditis 
are most often seen in the child who is suffer- 
ing from severe cardiac damage. Hence I think 
we may safely conclude that not only does the 
heart suffer in a greater percentage of cases of 
polyarthritis than of chorea, but also that the 
heart is more seriously involved. 

Of the 627 instances of rheumatic heart dis- 
ease, it is somewhat surprising to find that 97 
gave no history either of joint pains or chorea. 
This seems to emphasize the fact that the rheu- 
matic infection may skip the joints and the 
nervous system, and that we should not on that 
account hesitate to make a diagnosis of rheu- 
matic fever if the signs in the heart are char- 
acteristic. 

It should be further emphasized that practic- 
ally all of these children came under observa- 
tion before they were thirteen years of age. Some 
have been followed for many years, many have 
been observed for relatively short lengths of 
time. The frequent recurrences of rheumatic 
fever are too well known to require emphasis. 
Hence we may be sure that both the incidence 
and the severity of the cardiac lesions in these 
children will increase as time goes on. Our 
present figures reveal that almost 60 per cent. 
of our rheumatic children have cardiac damage. 
These facts should impress upon our minds the 
gravity of rheumatic infection in childhood. 
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PANEL DISCUSSION 


Dr. Stanley Gibson, Chicago: When this symposium 
was planned Dr. Black was to have been the leader 
but he is now acting President of the Board of Health 
of the City of Chicago and he, therefore, felt that he 
was unable to undertake the job of being head of the 
round table. I have asked him to say a few words 
anyway because there is one phase we have not touched 
upon at all and that is the matter of prognosis. I hope 
Dr. Black will discuss that part of the problem. 

Dr. Robert Black, Chicago: Somebody talked about 
nodes. The most common place we find nodes is the 
aponeurosis in back of the scalp. Schlessinger reports 
that when you get over twenty nodes you are justified 
in giving a serious prognosis. I have followed that 
warning closely and have observed that if we found a 
great many nodes the mortality was high. I am con- 
vinced Schlessinger’s observations are true. Where 
you find a big crop of nodes, you can look for trouble. 

The next thing I want to stress is: Let us forget 
this heart symptom to a great extent; it is there; it is 
your sign of danger, but if you wait until there is a 
murmur it is like waiting until there are tubercle bacilli 
in the sputum. Can we not look upon this as a systemic 
disease? It is a systemic disease; it is not a local 
disease; it is not just heart disease.. It has a definite 
syndrome and a definite set of symptoms and many 
times you should be able to pick out enough of the 
symptoms to make a diagnosis before you get a heart 
murmur. You ought to be able to tell the family that 
it is rheumatic fever without waiting for the murmur. 

I spent a little time in Irving-on-the Hudson, which I 
think is one of the best cardiac sanitaria in the country. 
I was rather gratified to find that forty per cent. of their 
cases have no heart murmur; that they will not take 
a case here with over one plus enlargement and will 
not take a case with a double murmur, but they will 
take cases with a soft systolic blow. Once a week 
every case in the institution is examined for hemolytic 
streptococci and, when found, that child is isolated 
immediately. I was gratified to find that they look on 
six months as the minimum time to effect an arrest of 
the disease. There are no visitors allowed during that 
time. The parents are shut out, as well as everybody 
else. That gives you some idea of the respect men who 
are working with rheumatism have for it. 

There has been much said against sanitarium treat- 
ment. Just last week Dr. Hedley of the U. S. Public 
Health Department asked if I did not feel that an 
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investigation as to just how much good comes from 
sanitarium treatment should be made. I think that 
is true. It is time that we find out. whether our sani- 
tarium treatment is worth while. I know it is not if 
you use a sanitarium for a dumping place to send a 
child to die in. So often a sanitarium is looked upon 
as a place to send a child who is hopelessly ill. It 
has been the attitude that when the hospital has done all 
it can do, unload the patient on the sanitarium and let 
him die there. I think I am taking children into the 
sanitarium who are too sick. The sanitarium is like a 
tuberculosis sanitarium; you must take them early. 
With rheumatism one of the greatest health problems 
today, the quicker we come around to the fact that 
early recognition is the only thing that will save us until 
we find out what is the cause of rheumatism, the better 
for all concerned. Appropriate rest during that time 
is the one thing that must be done. 

As to the incidence of rheumatism, I have no idea. I 
know that if it can be done, rheumatism will be a re- 
portable disease in Chicago; it will be a reportable dis- 
ease for statistical purposes, not for investigation by 
the Board of Health, to see if we can find out how 
common it is. 

There is only one other way to determine this and 
that is by going into the schools and examining the 
children, but that way you get only the heart murmur 
and I feel that is too late. You should make your diag- 
nosis of rheumatism before the heart murmur appears. 

We have found the sedimentation rate very valuable. 
It has its fallacies but it certainly has proved one of 
our best guides as to activity. Do not forget, however, 
that when your child gets a broken compensation many 
times your sedimentation rate rises very fast and a great 
many of the children who are getting ready to die will 
have normal rates. 

The recurrence of rheumatism is insidious. There is 
a little increase in pulse rate, perhaps a little increase 
in the temperature and an increase in sedimentation rate 
and, unless you are alert these indefinite symptoms are 
very easily overlooked. 

I should like to stress what Dr. Elghammer said in 
regard to digitalis and heart stimulants in these cases. 
My own experience is that it is rather a useless thing 
to use them. A few years back, following Hoyne’s 
work in diphtheria, I thought glucose might do some 
good. I tried a ten per cent. solution without result. I 
gave 25 per cent. and then began to get results. You 
can give a 50 per cent. solution, 50 to 100 cc. in 
these children who are decompensated and you may see 
miraculous results from it. There are very few of 
my patients who decompensate who do not get glucose. 
To me it has been the best single medication I have 
used. Whether it is due to a dehydrating effect of the 
concentrated solution which starts these patients urinat- 
ing I do not know. 

If there is one message I would like to leave it is this: 
Rheumatism is one of the greatest health problems in 
childhood today. Rheumatism is a systemic disease. 
The heart condition only occurs in 35 to 40 per cent. 
of primary cases, increasing in frequency with each 
relapse, and if you wait for the heart condition you 
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have let the ship go by; you must make the diagnosis 
beforehand. This is not hard; your symptom-complex 
is fairly good and up to the present time you will have 
to look upon mental and physical rest as the best medi- 
cation we have. 

Dr. Maurice Blatt, Chicago: May I ask one ques- 
tion? Was anything said about the allergic manifesta- 
tions and sensitivity to rheumatic infection having any 
bearing on the incidence of the disease and its recur- 
rence? 

Dr. Drennan: Much has been written but little has 
been confirmed regarding the association of allergic 
manifestations and sensitivity to rheumatic infections. 
The theory has been advanced that the streptococcus, 
and perhaps other organisms, produce an allergic reac- 
tion which may play a part in the production of a 
rheumatic infection or be the underlying cause of a 
recurrence. However, we have no good proof that 
this theory is well grounded. 

Dr. Gibson: Dr. Elghammer and Dr. Black spoke 
about the use of glucose in heart failure. We have not 
used it much but I think we will try it. 

Does this therapy merely prolong life for a short time, 
or do some of them eventually go out of the hospital 
in good condition? 

Dr. Robert Black, Chicago: What is the ultimate 
result in patients in whom we use glucose? They are 
only temporarily better because when a child gets to 
the stage of the disease where decompensation takes 
place the disease is so far advanced that a cure is diffi- 
cult. At the same time my feeling is that I am not 
justified in withholding anything that might prolong 
life; I hope that I have not left anything undone. I only 
give it as a method by which we can make the patient 
more comfortable for the time being ; I have known them 
to live for a long time afterwards, the same of Dr. Gib- 
son has in his treatment of incisions on the backs of the 
feet or cther methods. As to anything permanent, I 
do not think that often occurs. We can all remember 
a few cases which we said were going to die and that 
are now nineteen to twenty years old and still have 
terrible hearts. However, I must admit there is nothing 
permanent about this treatment. 

Dr. Gibson: I was pleased at Dr. Elghammer’s 
emphasis upon the general management rather than 
focusing attention upon heart failure. I think we all 
have the feeling that when the child comes to heart 
failure the outlook is bad. I might mention one case 
where the child had marked edema which we could 
not touch with diuretics or digitalis, and we made 
incisions in the feet. That child was very edematous; 
she lost 35 pounds in three weeks and she remained 
alive, free from edema for two years and then died. 
I do think we should try to keep these patients alive 
and should try to give them some comfort by any 
means at our disposal. 

Dr. King Woodward, Rockford: May I ask if the 
electrocardiogram offers any aid in an early diagnosis? 

Dr. George Eisenberg, Chicago: We have taken elec- 
trocardiograms of children more or less as you would 
take blood counts, and not in serial fashion. We feel 
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that the electro-cardiogram offers very little in the 
diagnosis and prognosis of the doubtful case. Recent 
works on normal electrocardiograms show a marked 
variation in the QRS complex and T waves some of 
which formerly were thought to be on a rheumatic 
basis. For instance, notching of the P wave, broadening 
of the wave, slurring of the QRS complex were once 
thought possibly to indicate rheumatic infection. These 
things can be found in a large enough percentage of 
normal electrocardiograms to minimize the importance 
of such changes in the electrocardiogram. Therefore, in 
a child with a functional murmur, who is anemic and 
tired, in whom you might suspect rheumatic infection, 
your electrocardiogram should not lend too much weight 
in making up your mind as to the conclusion that that 
child has a rheumatic infection. On the other hand, 
we have found the electrocardiogram invaluable in 
picking up a heart block in a child whose rate might 
not otherwise show it, or in differentiating a sinus 
rhythm from an auricular fibrillation in a child with a 
rapid heart, or in picking up a flutter that might other- 
wise be overlooked. Men who have done serial electro- 
cardiograms attach more significance to the changes 
found in private practice and in taking just single trac- 
ings I doubt very much that one can rely too much 
upon the changes found. 

Question: In a child who is fatigued and has a 
lowered hemoglobin but a normal sedimentation rate, 
how early is his sedimentation rate of value in ruling 
out a rheumatic process? 

Dr. Henry E. Irish, Chicago: May I ask how many 
sedimentation rates you take? Do you depend upon one 
or a series? 

Dr. Elghammer: In answer to the first question, the 
fact that there is a normal sedimentation rate does not 
mean that there is no infection; you must repeat the 
test over a period of time. At the sanitarium the sedi- 
mentation rate is repeated once a week and sometimes 
oftener. It is possible that a child may have early 
manifestations of a rheumatic phase and be in a latent 
stage, thus having a normal sedimentation rate, but if 
the case is followed for some time, the sedimentation 
rate will be the earliest definite sign of active infection 
and it will persist longer than any other finding. A 
negative or normal sedimentation rate does not rule out 
a possible latent rheumatic infection. 

Dr. E. T. McEnery, Chicago: Sometime ago the 
use of a drug called nervanol was used with glowing 
results. I wonder what experience these men have 
had in the use of this drug in chorea? We see children 
with chorea so severe that they develop paralysis and 
I wonder if this is due to a peripheral neuritis or a 
cerebral irritation, because in these cases there is some 
psychotic distress. 

Dr. Elghammer: In regard to nervanol, I believe 
that the drug sometimes makes the child worse than 
the chorea; that has been my experience. There is a 
question whether all cases of chorea are due to rheu- 
matic infection. We have not found that cases of chorea 
with paresis present any greater difficulty in the treat- 
ment than the average case. It is a peculiar thing 
that cases with paresis seem to run in seasons any years. 
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Some nine or ten years ago we had a great number 
of this type. We quite often overlook the changes in 
symptoms during different seasons and years. 

Dr. Henry E. Irish, Chicago: Dr. Gibson mentioned 
in his discussion the pathology of the lung which is 
commonly called Bamberger’s sign as not being due 
to pericardial effusion. I am wondering if each case 
so described had the advantage of roentgenograms. 

Dr. Gibson: I think the interpretation of x-ray .find- 
ings in these cases is very difficult. One must consider 
the possibility that the shadows are due perhaps to some 
congestion, due to some degree of cardiiac failure. The 
question always arises as to whether there is some fluid 
in the pericardial sac or pleural cavity, or pneumonia, 
or whether one has collapse or compression of the lung. 
It is only when these patients come to autopsy that 
anything definite is determined, and even then the path- 
ologist is not always sure as to what has been going on. 

If I may, I should like to ask for further discussion 
on fever therapy. 

Dr. Maurice Blatt, Chicago: We have done con- 
siderable work in fever therapy in this condition and 
our results were very satisfactory. We followed our 
cases for more than a year and found no recurrences 
and we cut down the number of hospital days consider- 
ably. In my opinion there is no question but that hyper- 
pyrexia is of value in the treatment of chorea. One 
shortens the course of the disease, but the treatment 
seemed very severe. A number of hospitals are using 
hyperpyrexia and report satisfactory results. 

Dr. J. H. Wallace, Oak Park: I would like to ask 
some questions and emphasize some points and at the 
same time inject some skepticism in my comments. 

In the introductory remarks I think it was said that 
there were no pathognomonic findings of rheumatism. I 
am sure the essayist did not mean to leave out the 
subcutaneous rheumatic nodule and, perhaps, erythema, 
circinatum, which some people think are pathognomonic 
findings. 

I would like to disagree with our friend Dr. Black 
that twenty nodules must necessarily portend a fatal 
issue. We used to feel the same way but we now feel 
that whereas it represents a rather violent systemic 
infection we have seen patients with many nodules who 
have made a complete recovery, at least from their active 
infection, and I do not believe it necessarily means a 
fatal issue within a short time. 

I should like to speak of one or two clinical observa- 
tions. When there is heart damage, at least heart dam- 
age that develops with acute polyarthritis, it is likely to 
come early in the disease. It does not come three or 
four weeks afterwards; it comes at the onset. When 
one has a chorea to deal with it is not uncommon to 
have the chorea subside and in the course of three 
to six months or longer, without any visible evidence of 
active infection in the interval, to have the patient come 
in with a full-fledged mitral stenosis that has developed 
without our knowing it. 

When a child of five or six or seven has had per- 
sistent, active rheumatic infections and we have watched 
him through a stormy period of years, it is not uncom- 
mon when the child reaches puberty at fourteen or 


STANLEY GIBSON : 535 


fifteen years to sce him settle down, get over the active 
infection and go along very well through adolescence. 
But when he reaches twenty or twenty-two, he will 
eften break again and show signs of an incompetent 
heart. We have noticed that often at St. Luke’s where 
we have followed some of these children for as long 
as fifteen years. 

I should like to ask Dr. Elghammer a question. On 
what basis does he consider chorea a sequel of active 
infection ? 

As to the matter of pre-rheumatism, I would like to 
know how to diagnose it when there is no arthritis, 
chorea or demonstrable heart disease. I do not know 
how to single out any given child with repeated upper 
respiratory tract infections and say he is a pre-rheu- 
matic child. 

The sedimentation rate is a most valuable laboratory 
evidence of rheumatic infection but we are hesitant to 
rely on it entirely as a specific criterion. 

As to digitalis, we can use it effectively in children 
with chronic auricular fibrillation on a rheumatic basis. 
When that condition is present they keep on fibrillating 
until they die. It is not like the auricular fibrillation 
of degenerative heart disease and certainly digitalis does 
help them in holding the heart rate down to a reasonable 
limit so that they can carry on fairly comfortably. 

Dr. Gibson: Let me defend myself first of all. I 
think I said that in the doubtful case we may not be 
able to make a diagnosis. I believe that the typical 
rheumatic nodule is pathognomonic of rheumatism and 
I believe that erythema annulare is pathognomonic of 
rheumatism. The idea I meant to convey was this: 
When we do not have those things and are still in 
doubt, we have no laboratory test to determine the 
presence of rheumatic infection in the body. I believe 
that acquired mitral stenosis is pathognomonic of rheu- 
matic infection. There is no other thing that produces 
the chronic sclerosis in the mitral valve than rheumatic 
infection and one is entitled to make a diagnosis of 
rheumatic heart disease in such a case. However, all 
these signs and findings may be absent when one wants 
most to know whether rheumatism is present. 

As to the twenty nodules Dr. Black mentioned, it 
would be interesting to know whether he means twenty 
all at once or in successive groupings. We see some 
patients who stay in the hospital who have a few 
nodules and then a few more and some of these patients 
recover. 

Dr. Robert Black: As to the twenty nodules I 
spoke of, I meant twenty nodules at one time on one 
child and I still stand by my original assertion that 
where you find a large grouping on the same child, I 
do not say that that child will die but you had better 
be very guarded in your prognosis. 

Dr. Elghammer: The main reason we believe that 
an uncomplicated chorea is not an active state of the 
disease is that there is present a normal sedimentation 
rate. We have all seen patients who have had an 
uncomplicated chorea go home in good condition and 
then later have definite evidence of a heart lesion. We 
have followed many of these cases with sedimentation 
rates over a prolonged period of time and they often 
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have “miniature rheumatic fevers” following repeated 
attacks of pharyngitis. I would feel that if a child 
who has recovered from chorea ‘contracts an upper 
respiratory infection or scarlet fever he is very apt to 
develop a true heart lesion. Once a child has had 
chorea he is a rheumatic and very apt to have a reac- 
tivation with any trivial infection that comes along. 

Dr. Drennan: Would you explain that on an allergic 
basis? 

Dr. Elghammer: No. 

Dr. Gibson: I believe it has been said here today that 
chorea is not always on a rheumatic basis. I wonder 
whether anyone has any deep convictions as to what 
is the cause? There has been much interesting work 
on that phase of the subject and the debate has been 
going on for a long time. I feel that until we know 
more about it than we do now it is a good idea to 
consider every case of chorea as being due to rheu- 
matism. I think it will be safer for the child. 

Dr. George Eisenberg, Chicago: I do not know in 
your group of cases how many instances of arthritis 
appeared alone, but Finley had as many apart from any 
other rheumatic phenomenon as he did chorea. There- 
fore, if we have a case that is called “pure chorea,” why 
consider it non-rheumatic any more than you would 
consider arthritis that occurred alone as non-rheumatic ? 
As far back as the nineteenth century observers have 
noticed that there is an an antagonistic action between 
chorea and arthritis; that is, the chorea never occurs 
before the arthritis but generally after. We looked 
over about 125 cases of chorea and found this actually 
true in all but one or two cases. The chorea came on 
two to six weeks after the arthritis when the two con- 
ditions occurred in the same child. The history was 
always that the child developed joint pain, was put to 
bed, would practically recover from the rheumatic fever 
and then the chorea came on. Whatever this an- 
tagonism is I do not know, and I do not believe it has 
been adequately explained, but if chorea is to occur 
in a child with joint pains it occurs in a child recover- 
ing from the active rheumatic infection rather than 
going into an active rheumatic state. In the terminal 
cases of rheumatism that relationship is not present. 

I just wantd to show that anyone who says that 
chorea is not rheumatic has by far the burden of proof. 

Dr. Gibson: I would like to ask one more question 
of Dr. Elghammer. We talk about the value of the 
sedimentation rate. When it is normal we think the 
child is convalescing. I wonder if he has seen any 
children with a persistently increased sedimentation 
rate who continued to do well where they have been 
followed for some time? In other words, are there 
exceptions to the rule that the sedimentation rate is 
normal when the infection has ceased. 

Dr. Elghammer: We have seen some children in 
whom there was a persistently increased sedimentation 
rate when all clinical manifestations had subsided. I 
can think of one girl who spent a year and a half with 
us. She went along four or five months with a high 
sedimentation rate but all clinical findings were in her 
favor, and then she started a series of manifestations, 
including decompensation. The sedimentation rate is 
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not specific for any one disease; there may be some 
other condition present which may give a high rate 
aside from rheumatic toxemia, and a mistake in diag- 
nosis is possible. , 

I want to mention one thing in regard to decompensa- 
tion of the heart and that is that the first decompensa- 
tion differs very much from the second or the third. 
The child may recover from the first decompensation 
and often from the second, but very rarely from the 
third. 





STUTTERING AS AN EMOTIONAL AND 
PERSONALITY DISORDER 
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A proper understanding and solution of the 
problem of stuttering is of great importance for 
science, both pure and applied, especially for 
psychology and psychopathology. 

There are many current controversial concep- 
tions of its nature, causation and management. 
A critical discussion of them cannot here be 
given. Enumeration and discussion of them 
has been offered by others.? 

The object of this paper is to present a con- 
ception of the origin and development of stutter- 
ing based on modern trends in what I believe to 
be scientific psychology and on clinical findings 
in stuttering. 

THESIS 

The thesis of this paper is the following: Stut- 
tering is a specifically conditioned personality, 
emotive behavior and speech disorder in the 
struggle for equilibrium during social speaking. 

DEFINITIONS 

Of the words in the title and thesis, all have, 
I believe, generally accepted meanings except 
stuttering, personality and emotive behavior. 

1. Stuttering: As the term stammering is 
commonly used with several different meanings 
(lisping, complete speech block or speech hesita- 
tion or speech repetition or their combination) 
the term stuttering is, in my opinion, preferred 
for any degree of that special disorder of speech 
characterized by transient interruptions of the 
rhythm of speech, resulting in speech block, 
whether incomplete as in hesitation and repeti- 
tion, or complete as in temporary inability to 
produce any sound, or their combination. 
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2. Personality is here used for the total or- 
ganization of the individual’s behavior reaction 
tendencies, with emphasis on the persistent be- 
havior reaction tendencies. 

3. Emotive behavior or emotion is used for 
behavior under excitement, during which there 
is overactivity of the total animal organism. 
Others? have referred to excitement or excessive 
tension as undifferentiated emotion. If pre- 
ferred, the terms excitement or excessive tension 
may be used instead of undifferentiated emotion. 
The undifferentiated emotion of excitement may 
exist by itself or precede or follow any of the 
other emotions. When excitement is present, the 
individual reacts to it in various ways, such as 
panic, confusion, fear, anger. 

Such terms as tension, equilibrium and the 
like found in the remainder of this discussion, 
have the usual accepted meanings. 


CONCEPTION OF THE PROBLEM OF ADJUSTIVE 
BEHAVIOR 


Stuttering is a type of adjustive behavior. 

The study of the why of stuttering is a study 
in motivational psychology. 

Motivation psychology is “the study of all 
conditions which arouse and regulate the be- 
havior of organisms. The arousal of behavior 
necessarily implies a release of physical energy 
from the tissues. The regulation of behavior in- 
cludes the control of activity through purposive 
determinations, as well as the restriction of activ- 
ity by organic structure.”? 

Hence the scientific study of motivation falls 
within the field of mechanics, that is, biomechan- 
ics, or the energetics of animal activity, includ- 
ing the origin and regulation of behavior. 

Thus the problem of adjustment is really one 
of human energetics. 


TYPES OF ACTIVITIES WITHIN THE HUMAN 
ORGANISM 


Although, like all organisms, the human or- 
ganism acts as a unit, it has several types of 
activities which may roughly be classified in ac- 
cordance with their decreasing levels of tension, 
as follows: 

1. Subjective or so-called mental, psycholog- 
ical or psychic activities, including such activi- 
ties as thinking, feeling, wishing, deciding. They 
are accompanied by varying degrees of conscious- 
ness or awareness, from the most uncritical, re- 
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flex, passive or undirected to the most critical, 
reflective, active or directed. 

2. Vocal activities. 

3. Postural or gestural activities, also called 
skeletal, voluntary, projicient, ambulatory, so- 
matic. 

4. Visceral activities, also called vegetative, 
involuntary, autonomic nervous system activities. 

5. Physico-chemical activities which are pres- 
ent in all types of bodily activities. 

All of these are interrelated and interdepend- 
ent and changes at one level may influence any 
or all of the others. 

THE HUMAN ORGANISM AND THE ADJUSTMENT 
PROCESS 

The human organism is an energy system con- 
stantly capturing, transforming and transmit- 
ting energy.* ' 

It is in a state of unstable, dynamic moving 
equilibrium. 

Forces or processes arising within it are fre- 
quently in conflict with one another and the 
total human machine is frequently in conflict 
with external forces or processes. 

The result is constant variations in the level 
of tension with a tendency to disintegration, dis- 
equilibrium or disorganization. 

This requires constant attempts at resolution, 
reduction or release of tension and return to in- 
tegration or equilibrium. 

The adjustive process may be regarded as a 
trap situation® with the following steps: 

1. A motive or directed energy. 

2. Thwarting, blocking or resistance of ex- 
ternal or internal origin. 

3. A state of tension. 

4, Adjustive attempts by varied responses, 
with trial and error and eventual success, with 
ultimate solution. 

5. Resolution, release or reduction of tension. 

As time goes on, maturation, training and 
learning take place, with a system of conditioned 
responses and habits, with gradual extension of 
the provocative stimuli and varieties of response 
until well-organized patterns of adjustive be- 
havior are developed. 

The condition of equilibrium from moment to 
moment depends on the momentary total internal 
situation or condition of the organism and the 
momentary total external situation or condition 
of the environment.® 

As in physics, the final momentary behavior is 
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the resultant of the total field of forces and 
motions.’ 

The momentary total internal situation of the 
human organism depends upon the congenital 
equipment, stage of maturation, all past experi- 
ences and reactions at all levels, and the mo- 
mentary state of health. 

The momentary total external situation in- 
cludes social (other persons in family, school, 
neighborhood, church, work, social life) and non- 
social (temperature, humidity, noise, light, etc.) 
factors. 

EMOTION AND THE STRUGGLE FOR EQUILIBRIUM 

As a result of (1) overstimulation or overmo- 
tivation, or (2) blocking of any strong motive 
or impulse, of external or internal origin, there 
ensues a state of excessive tension or excitement, 
which is the undifferentiated emotion mentioned 
above. 

The total organism is stirred up from its 
highest to its lowest level of activity. The whole 
organism is overactive and disintegration is tak- 
ing place at its highest level, or, as Janet® would 
put it, there is a decline of psychological tension. 
Thus breakdown, disintegration, disequilibrium, 
disruption or disorganization occurs, probably 
from decortication or extracortication.® 

Young’? has well defined an emotion as “a dis- 
integration of behavior under certain conditions 
of stress—a symptom of imbalance of motivat- 
ing conditions within the personality.” 

Such a situation demands immediate action or 
solution by resolution of tension and reestablish- 
ment of integration or equilibrium. 


GENERAL APPLICATION TO SPEECH, INCLUDING 


STUTTERING 

Speech, especially social speech, is the highest 
type of integrated response of the total human 
organism. 

Social, interpersonal, communicative speaking 
is a greater strain than non-social, merely ex- 
pressive speaking. 

In social speaking the individual is really in 
a trap situation. 

The adjustment process in social speaking 
may be described as follows: The main motives 
in social speaking are mastery (of thinking and 
speaking) and social approval. Increased ten- 
sion may occur from overstimulation, external 
blocking or internal conflict. There is a struggle 
for adjustment by varied responses of thinking 
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and speaking, with trial, error and success— 
spontaneously or by imitation or training. 

When, during social speaking, excitement or 
excessive tension occurs, we have a state of un- 
differentiated emotion with a feeling of disin- 
tegration, disorganization or disequilibrium. 

This is a critical or emergency situation de- 
manding immediate action or solution. 

There is interruption of a task (that of social 
speaking) with disorganized attempts at com- 
pletion with resolution of tension.1! This may 
terminate in learned maladjustment or persist- 
ent non-adjustment. 

The main possible types of response are: 

1, Nervousness, embarrassment, timidity, or 
self-consciousness in social speaking situations. 

2. Refusal to speak. 

3. Strained or strange voice. 

4. Stage-fright. 

5. Stuttering. 

There may be different degrees and qualities 
of these responses. 

In stuttering there is interruption of the 
rhythm of verbal expression, with manifestations 
of speech block, either complete with temporary 
inability to produce any sound, or incomplete 
with hesitation or repetition of initial sounds, or 
their combination. 

SPECIFIC APPLICATION TO STUTTERING 

Here we shall consider first the energetics or 
dynamics of the first and subsequent moments of 
stuttering: 

a) Energetics of the first or primary moment 
of stuttering. This depends on the momentary 
total internal and external situations. 

The predisposing factors’* are: (1) an unduly 
unstable congenital equipment; (2) past experi- 
ences, psychological and non-psychological (ill- 
ness, injury, etc.) which lead to instability; (3) 
acquired personality traits, especially shyness and 
timidity; (4) a low degree of maturation, espe- 
cially in childhood, particularly before the es- 
tablishment of correct automatic speech habits: 
(5) perhaps sex, since it is more common in 
males, for either biological or/and other reasons ; 
(6) the momentary state of health, psychologi- 
cal and non-psychological, especially fatigue and 
illness. 

The precipitating, exciting or disintegrating 
factors’® are: (1) a social speaking situation 
with (2) overtension or excitement or undiffer- 
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entiated emotion from any cause or combination 
of causes which produce overstimulation, external 
thwarting or internal blocking (conflict). This 
includes sudden shock or fright, being teased, 
nagged or ridiculed, fear of being interrupted, 
being hurried by others in speech, the desire to 
keep pace with the rapid conversation of others 
about him, failure of others to listen to what 
he says or to wait for him to speak, forgetful- 
ness of the words he wishes to say, being forced 
to speak excessively or to repeat words too diffi- 
cult for him, any type of child mismanagement ; 
fears of others because of previous mismanage- 
ment or of being punished or found out, internal 
unresolved personal secret mental conflicts with 
feelings of shame, guilt, embarrassment from 
any sexual or non-sexual cause, anger, struggle 
with lisping, bilingualism with language con- 
flict, undue emotional pressure from persistent 
efforts to force a left-handed child to use the 
right hand (generally, if not always associated 
with many other evidences of child misqanage- 
ment). 

b) Energetics of subsequent recurrent, sec- 
ondary moments of stuttering. The additional 
factors to be considered here are: The gradual 
fixation of stuttering by cumulative emotional 
conditioning and habit formation, with exten- 
sion of provocative stimuli and types of response, 
with persistent recurrence of the maladjustment 
or non-adjustive response as a line of least re- 
sistance. Conviction of social speech inadequacy 
and failure, with fears of speech block, either 
generalized for social speech situations, or specif- 
ically conditioned to certain speech situations, 
speech sounds, etc.’ 

A system or pattern of defensive adjustments, 
subjective and objective, to new social speaking 
situations and memories of past experience with 
failure, and fear of repetition, results in the or- 
ganization of what may be called a special pre- 
paratory set for social speaking situations.’ 

Gradual personality transformations!® occur, 
such as 

1) increasingly pronounced suppression of the 
personality with introversion, withdrawal and 
concealment ; 

2) overcompensation with overassertion, stub- 
bornness, negativism ; 

3) assumed indifference or neglect—drifting ; 

4) a common sense attitude with constructive 
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efforts for gradual self-improvement and eventual 
recovery. 

Finally stuttering becomes a vicious circular 
non-adjustive reaction. Fear of recurrence of 
stuttering causes stuttering. Anticipation of 
stuttering causes fear of stuttering. 


PHENOMENA OF STUTTERING 


As stuttering is an overactive response of the 
total personality, there are responses at all levels 
of activity, depending on the stage of matura- 
tion of the individual. 

a) Objective phenomena.’* These are present 
in varying degree and quality in the first and 
recurrent moments of stuttering. They include: 

1) Activities in the peripheral speech machin- 
ery, mainly disruption of coordination of the 
oral, laryngeal and respiratory systems, with 
terminal speech block, either clonic and incom- 
plete as in hesitation and repetition, or tonic 
and complete as in failure to produce any sound. 

2) Skeletal manifestations, with postural, ges- 
tural reactions from head to toes. 

3) Visceral and autonomic responses, from 
tachycardia to secretory and excretory changes. 

4) Physiochemical upheaval, peripheral and 
central, including electroencephalographic mani- 
festations. 

b) Subjective, so-called mental, phenomena. 
In the first moment of stuttering there seems to 
be mainly a state of excitement (which may be 
preceded or followed by other emotions). With 
recurrent moments the final product is very com- 
plex, as has been shown by Van Riper’® and is 
summarized herewith under this subheading. 

Generalized expectancy occurs whenever the 
stutterer confronts a conditioned social speech 
situation, and is often accompanied by a search 
for speech difficulty and a rehearsal of planned 
verbal expression. 

Specific expectancy occurs when he attempts a 
specific word. This gives rise to various expec- 
tancy devices, such as 

1. avoidance (giving up the speech attempt, 
substituting a different word, ete.). 

2. postponement (pausing, repeating preced- 
ing words, etc.). 

3. initiation or using “starters” (a word, 
sound or phrase such as “well,” ete. ; a movement 
just before the word, etc.). 

4. anti-expectancy and disguise, such as using 
a kind of speech in which no word stands out 
enough to be feared (a monotone, sing-song 
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speech, etc.) ; distraction of attention such as 
by voluntary movements, visualization of words, 
breathing or vocalization ritual; achieving con- 
fidence, as by humorous or aggressive behavior, 
5. preparatory set for release reaction, as given 
under devices of release immediately to be men- 
tioned. 

Finally the speech attempt is made and the 
so-called primary symptoms of stuttering occur 
in the form of speech block. Speech block is 
either complete, with no sound produced, or 
incomplete, with the initial sound produced and 
repetition of same with hesitation or inability 
to advance to the next sound, This may occur 
with vowels or consonants. There then ensues a 
struggle to release the speech block. If the 
individual stopped all further atempts at speak- 
ing, there would be no further stuttering. But 
the stutterer persists in continuing, after stop- 
ping first or without stopping at all. In the first 
instance, he stops temporarily, and immediately 
follows with retrial, or finishing the rest of the 
word, or having recourse to avoidance, postpone- 
ment, initiation and anti-expectancy devices. In 
the second instance, there are attempts at con- 
tinuing speech by efiortless prolongation, hyper- 
tension and timing devices, or recourse to inter- 
rupting devices, 

Following the whole episode there is a post- 
spasm reaction, generally a feeling of embarrass- 
ment and failure, self-consciousness and confu- 
sion, with fear of recurrence, frequently leading 
to a repetition of stuttering, 

EXPLANATION OF SPEECH PUZZLES IN STUTTERING 

Stuttering seems to be absent or present in 
social speaking situations, depending upon the 
emotional condition and attitude at the moment 
each individual sound is produced. When in- 
wardly calm, confident and at ease, there is no 
difficulty. When not so, there is apt to be. 

This seems to explain the many puzzles in 
stuttering, such as those enumerated below, and 
many others. 

It is generally agreed that every stutterer has 
little or no speech difficulty as a rule under cer- 
tain situations. Such common situations are 
enumerated below, with attempts to explain 
them : 

1, when singing, especially in concert, when 
the mrelody and words are well known to the 
individual. During singing the stutterer is more 
apt to be absorbed in the pleasure of the song 
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and live in it and be free of speech block and 
self-observation, unless his interest wanders from 
the singing to watching the sounds and words, 
his speech organs and/or other persons. 

2. when whistling. This is a less complex ac- 
tivity than speaking, accompanied by less ten- 
sion and excitement, 

3. when whispering, for the same reasons. 

4, when absolutely sure that he is alone, So- 
cial speaking is a greater strain than non-social 
speaking. But let the suspicion arise that some- 
one, actual or imagined, is listening or may ac- 
cidentally overhear, or even occasionally if he 
speaks to an imaginary audience, then lack of 
confidence and fear of oncoming recurrence of 
speech block may at once bring on stuttering. 

5. usually when speaking in concert with 
other people, especially if he feels buried in the 
mass of other individuals and voices and has a 
complete sense of security from being overheard 
or detected by others even if he did fail in 
speech. This ensures assurance and self-forget- 
fulness, 

6. he can usually repeat a word which pre- 
viously caused difficulty. This is due to a mo- 
mentary change in emotional attitude. 

Y. there is no trouble with consonants at the 
end of a word, because the task of saying the 
word is done and no longer a problem. 

8. consonants followed by long vowels are usu- 
ally easier than consonants followed by short 
vowels, because they are apt to be accompanied 
by an attitude of more calmness and relaxation. 

9. there is generally no stuttering when speak- 
ing to animals or those much younger, because 
those situations permit of less tension, less fear 
of criticism and more self-confidence. 

10. its greater frequency in males, between 2 
and 10 to 1, as compared with females, at differ- 
ent age periods,’ This has never been satisfac- 
torily explained, but it may be due, in addition to 
possible biological factors, to the more stimulat- 
ing and exciting activities and conflicts of all 
sorts which, for various reasons, are usually the 
lot of males from earliest childhood. 

11. stuttering is uncommonly acquired after 
15, and 85 per cent, of the cases occur before 
eight and the second grade.1® From maturation 
and learning, more self-confidence has been de- 
veloped. ’ 

12. some children, estimated as about 10 to 
15 per cent, spontaneously recover from stutter- 
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ing before entering school; especially between 
ages two and four.’® There are only about one 
per cent. of stutterers in the total school popula- 
tion. By maturation and learning, increased 
stability and confidence, especially in social 
speaking, have taken place. 

13. there is an increase of stuttering after the 
first grade.1® This is because of increased ten- 
sion from various causes. 

14, momentary release of speech block may 
follow the use of voluntary muscular movements 
of the arm, foot, breathing, ete. This is due 
to distraction and suggestion. 

15. speech may be better with voluntary con- 
centration on visual, auditory, or kinesthetic 
images or a new strange (pitch of) voice. This 
is also due to distraction and suggestion. 

When the object of supreme interest is the 
task and the individual is completely absorbed 
in his thoughts and their expression in suitable 
words, calmly, confidently, without excitement or 
hurry, without anticipation or fear of speech 
block in general or in specific emotionally con- 
ditioned social speech situations, and without 
fear of detection by others of his speech diffi- 
culty, all is well. 

But when speech doubt and uncertainty arise, 
with anticipation and then fear of speech block 
in the presence of others, real or imagined, a 
conflict between stopping and continuing, with 
disruption, panic and confusion come upon the 


seene and all is lost. The commotion in the 


peripheral speech machinery is but an evidence 
of the central and general commotional state. 


ROLE OF DISTURBING MENTAL CONFLICTS 

At the onset, any type of disturbing mental 
conflict that leads to excitement during social 
speaking may precipitate the first moment of 
stuttering, This applies also to the recurrent 
moments. 

Unresolved current mental conflicts, of what- 
ever nature, whether originally causally related 
to the speech disorder or not, may incease the 
general instability, the tendency to uncontrolled 
speech hurry and rush, and hence stuttering. 
Their resolution is important. 

Mental conflicts may, of course, flow out of 
the conditioned emotional attitudes toward buga- 
boo sounds, syllables, words, situations and 


persons. 


They may be an offshoot of the handicapping 


MEYER SOLOMON ; 541 


personality transformations which are an end- 
product. 

The memory of the original exciting cause or 
causes, if the stutterer ever knew it or them 
clearly or at all (and he frequently if not gen- 
erally never did), responsible for the first mo- 
ment of stuttering may, for all practical pur- 
poses, be entirely extinguished, perhaps never 
again possible of resurrection, but the condi- 
tioned response of speech block and the indi- 
vidual’s reaction thereto may recur, centered 
about the social speaking difficulty. This is not 
to deny the value of intensive psychological 
analysis or psychogenetic personality study, with 
the goal of reducing unresolved emotional con- 
flicts and aiding readjustment. 

One of the strongest wishes of the stutterer, 
as he himself will tell you, is to speak normally 
in social relations and to minimize, overcome, 
avoid and hide his speech defect from detection . 
by others. The views of Alfred Adler on feelings 
of inferiority and attempts at compensation, 


often resulting in overcompensation, are here of 


value. 
CONCLUSIONS 

Stuttering is a specifically conditioned person- 
ality, emotive behavior and speech disorder in 
the struggle for equilibrium during social 
speaking. 

It is a clinical syndrome. 

Many factors may be responsible for the state 
of emotional excitement at the time of the first 
moment of stuttering and its recurrence. 

In each case a careful consideration of all in- 
ternal and external factors responsible for its 
onset and continuation is essential—such as the 
physical condition, the routine daily program 
and habits, the personality makeup and prob- 
lems, the living conditions and personalities in 
the home, neighborhood, school and workshop. 
There should be an impartial search for causes 
of undue pressure during social speaking, 

Its treatment should be that of the total per- 
sonality and not merely of the speech phenomena. 
Such proper management should be a combina- 
tion of physical and mental hygiene, physiother- 
apy, psychotherapy and environmental therapy 
adapted to the particular patient, with the goal 
of readjustment, specially valuable is intensive 
personality study and reorganization leading to 


better peace of mind and social adjustment, 
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Hence the need for psychogenetic personality 
study. 

There are Many important problems for re- 
search concerning its origin, development, pre- 
vention and treatment. 


There are many interrelations with many of 


the most important problems in psychology, psy- 


chopathology, personality maladjustments and 
disorders. 


It can be properly understood only by the 


application of basic scientific principles. 
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ETIOLOGY AND DIFFERENTIAL DIAG- 
NOSIS OF GASTRIC HEMORRHAGE 
M. M. Monrcomery, M.D. 

CHICAGO 
Gastric hemorrhage may be massive, moderate 
or slight. It may occur once or repeatedly. The 
clinical picture varies with the extent of the 
hemorrhage, the etiologic lesion, the predisposing 
factors, the associated pathology and the stage 

at which the patient is seen. 

Gastric hemorrhage must be differentiated 
from hemorrhage in the respiratory tract or 
elsewhere in the gastro-intestinal tract. Blood 
from the nose, nasopharynx, pharynx, bronchi, 
lungs or from the esophagus or duodenum may 
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be vomited or result in melena. Lower intes- 
tinal tract lesions must also be considered. In 
some conditions hemorrhage may be wide spread 
throughout the gastro-intestinal tract. 

Hemorrhage into the gastro-intestinal tract 
may be roughly divided into three types as rep- 
resented by the following discussion. 

In massive hemorrhage an individual with or 
without previous symptoms of a gastric lesion, 
previous hemorrhage or systemic disease, sud- 
denly vomits a large amount of liquid or clotted 
blood. This may or may not be preceded by 
nausea or faintness. Unless the stomach is 
acutely distended vomiting may not occur but 
later there may be melena, The signs and 
symptoms of internal hemorrhage, shock, thirst, 
restlessness, air hunger, pallor and faintness, 
often followed by loss of consciousness occur. 
Within a short time the patient may feel better. 
If there has been no hematemesis the patient 
may consider the episode a “fainting spell.” 
Usually, within 24 hours there are one to sev- 
eral loose black stools which, if reported, reveal 
the true nature of the trouble. 

In moderate hemorrhage the individual may 
complain only of tarry stools. However, ‘if 
these continue, symptoms of anemia such as 
weakness, tendency to fatigue quickly, shortness 
of breath, and pallor, plus symptoms of the 
etiologic lesion, such as pain of the ulcer type 
appear. ‘These symptoms may precede mas- 
sive hemorrhage. 

Insidious or slight hemorrhage may cause the 
patient to complain of shortness of breath, gen- 
eral weakness and pallor, especially of the lips 
and mucous membranes. Melena is not found 
hut the stool test for occult blood is positive. 

Variations may occur. Insidious hemorrhage 
may be followed by moderate or massive hemor- 
rhage. The clinical picture is varied by the 
etiologic lesion and associated pathology. 

In massive hemorrhage with hematemesis, an 
etiologic lesion causing a rapid loss of blood is 
expected. Vomiting occurs when the stomach 
is acutely distended. Peptic ulcer, esophageal 
varices, ulcerated carcinoma of the stomach or 
esophagus and slight perforation of an aneu- 
rysm into the esophagus are the lesions sus- 
pected. 

Since 90 per cent. of gastric hemorrhages are 
from peptic ulcers, the anatomy and pathology 
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of this lesion will be considered primarily, Other 
lesions will be considered incidentally. 

The arterial supply of the stomach comes from 
branches of the celiac axis which form the prox- 
imal gastric circle and the distal gastric circle! 
The vessels along the lesser and greater curva- 
ture of the stomach lie in the hepatogastric liga- 
ment and gastrocolic omentum respectively, at 
a distance up to 1 cm. or more from the wall. 
This no doubt accounts for the relative rarity of 
severe hemorrhage from the large vessels, They 
must be involved in the inflammatory base of the 
ulcer by adhesions to be accessible to erosion. 
These vessels send branches anteriorly and pos- 
teriorly over the surface of the stomach. These 
penetrate the musculature to the submucosa. 
The duodenum is supplied through branches 
from the celiac axis and the superior mesenteric 
artery. 

‘The pyloric wall is composed of thick longi- 
tudinal and circular muscles. The submucosa is 
very firm and is here closely adherent to the 
mucosa which is smooth and thick. In the 
fundus the mucosa is loose. During contraction 
the longitudinal folds along the lesser curvature 
are stretched and under tension. 

The arteries of the submucosa in the pyloric 
region are practically straight terminal arteries.” 
Relatively few in number, they anastomose in- 
frequently, are tortuous and subjected to re- 
peated constriction by interlacing muscle bun- 
dles. The arteries of the fundus are not terminal 
and anastomose freely. The supraduodenal ves- 
sel to the first part of the duodenum presents 
little or no anastomosis with neighboring arteries.* 
The muscles are thicker and bulkier in the first 
part of the duodenum. This region is also ex- 
posed to damage by the mixed acid food. 

Local vascular disturbances are factors in ulcer 
genesis. Embolic occlusion or thrombosis of the 
terminal mucosal end arteries along the lesser 
curvature of the stomach and first part of the 
duodenum cause subsequent ulcer formation. 
Atherosclerosis of the vessel wall and syphilis 
may influence thrombosis. Vascular disturbance 
of a gastric vessel is the anatomic basis for ulcer 
formation in the neurogenic theory recently re- 
vived by Cushing. Compression of the vessel by 
spasm of the musculature of the stomach may be 
a cause. Peptic ulcers fall in two classes, pri- 
mary and secondary (Jaffe). The primary type 
is considered a manifestation of a constitutional 








544 ILLINOIS MEDICAL JOURNAL 


condition. Many of these patients, as suggested 
by Eppinger and Hess, are vagatonics. The sec- 
ondary type is an ulceration following an erosion, 
cerebral lesion, trauma, burn or local vascular 
disturbance. 

In a series of 12,000 postmortem examinat- 
tions at the Cook County Hospital from 1929 
to 1938 inclusive there were 61 cases in which 
death was due primarily to gastric ulcer. A 
number of these cases were reported by Dr. 
Portis and Dr. Jaffe. In 27 cases hemorrhage 
was responsible. These cases are not representa- 
tive of typical gastric ulcer hemorrhages but they 
do represent that group which does not survive 
massive hemorrhages. It includes only two pa- 
tients under 45 years of age. A white female, 
aged 23, developed multiple ulcers following a 
severe burn of the lower abdomen. A white 
female, aged 42, also presented an ulcerating 
squamous cell carcinoma of the upper jaw. The 
age incidence of the remaining cases is given 
in Table I. 

The most common associated pathologic condi- 
tion was cardiac hypertrophy which was present 
in 14 of the 27 cases. This group of 14 cases 
also included five which showed slight valvular 
changes of the rheumatic type. Four cases pre- 
sented mural thrombi in the auricles and five 
presented syphilitic aortitis. These 14 no doubt 
previously had been hypertensives. Other asso- 
ciated conditions are listed in Table IT. 

Peptic ulcers and erosions are due to the action 
of the acid gastric juice on an area of lowered 
resistance in the gastric or duodenal mucosa. 
This area may be caused by hemorrhages in the 
mucosa, emboli, spasm or thrombosis of the ter- 
minal vessels. 

Erosions are usually due to conditions not 
primary to the stomach such as severe infectious 
diseases or bacteremias. They may also be due 
to intense irritation of the surface by alcohol, 
highly seasoned foods or bacterially deteriorated 
foods. Hemorrhage is usually not marked unless 
there is lessened coagulability of the blood. Ero- 
sions are more frequent in the fundus than in 
the pyloric region. They heal more readily in 
the fundus since the mucosal folds often cover 
and protect them as the stomach empties. If 
the process extends through the mucosa it is an 
acute ulcer and may become chronic. 

Chronic ulcers usually cause the massive 
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hemorrhages. The margin is indurated and the 
base may be composed of scar tissue or covered 
with granulations. A single hemorrhage from a 
peptic ulcer is seldom fatal. Repeated hemor- 
rhages may be very serious. The mortality in 
patients with massive gastric ulcer hemorrhage 
is generally reported as five per cent. This 
appears to be high. 

The duration of bleeding depends on the facil- 
ity with which an efficient clot forms over the 
vessel opening. The blood coagulates on the 
surface at a distance from the open vessel. It 
adheres to the mucous membrane. A retrograde 
surface clot forms which gradually extends back 
to and occludes the bleeding point.* In an indi- 
vidual with normal coagulability of the blood 
this process is influenced by a number of fac- 
tors. The arterial pressure or venous pressure 
at the vessel opening and the size of the vessel 
influence clot formation. 

The blood vessel wall is quite resistant to the 
action of gastric juice and usually projects above 
the ulcer base. The exposed vessel may have a 
defect in the wall in which case it is unable to 
retract or adequately narrow the lateral defect. 
One or several bleeding vessel ends may be pres- 
ent in the base. If a segment of thrombosed vessel 
is completely digested two vessel ends will be 
present. Loss of the occluding thrombus results 
in hemorrhage from that vessel. Sclerosis of the 
vessel wall as found in elderly individuals or 
induration and scarring of the ulcer base as seen 
in chronic ulcers interferes with normal retrac- 
tion and constriction of the vessel. It is held 
open and severe hemorrhage may ensue. 

The adherence of the clot is influenced by the 
ulcer crater, muscular contraction of the stomach 
and bodily activity of the patient. The majority 
of the mass is probably soon torn away. The 
occluding portion may be dislodged with rise 
in the blood pressure or it may be digested by 
the gastric juice with a second hemorrhage. 

The small vessels in the neighborhood of the 
ulcer are frequently congested. They may rup- 
ture especially if there is venous stasis, as in 
cardiac disease.5 Bleeding is usually slight. It 
may continue for some time and cause hema- 
temesis or melena. Changes in the blood may 
be a factor in continuous bleeding of this type. 
Many patients treated with alkalies and strict 
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diet develop a vitamin C deficiency which favors 
bleeding. 

Hemorrhage from small vessels in the granu- 
lation tissue covering the ulcer base may result 
from trauma by coarse or irritating foods and 
the repetition of conditions which prevent 
healing. 

Peptic ulcer of the duodenum is fundamen- 
tally similar to gastric ulcer and is differentiated 
roentgenologically. The hemorrhaging ulcer is 
usually located on the posterior wall behind 
which the pancreaticoduodenal artery and its 
branches lie. The base of the ulcer may be in 
the pancreas, in which case the vessels of that 
organ may be involved. 

In this same series of postmortem examina- 
tions there were 71 cases in which duodenal 
ulcer was the primary cause of death. Hemor- 
rhage was responsible in 21 cases. This series 
showed about the same age incidence as those 
cases of gastric hemorrhage, the fifth decade 
leading. Hypertrophy of the heart was asso- 
ciated in 12 cases. Two of these 12 also had 
syphilitic aortitis. One patient 36 years of age 
had an associated perigastric abscess following a 
perforation which had been repaired a short time 
previously. 

There were five cases of jejunal ulcer follow- 
ing gastrojejunostomy. In two of these death 
was due to hemorrhages. In one case of spon- 
taneous gastrojejunostomy death was also due to 
hemorrhage. This type of ulcer is prone to 
hemorrhage as well as perforation. Da Costa 
gives the incidence as at least 40 per cent. This 
question is important in considering the type of 
surgery in the treatment of ulcers with recurrent 
hemorrhages. 

Another group seen frequently are those pa- 
tients with hypertension who have occasional 
hematemesis, often severe. They respond rapidly 
to treatment. Bed rest and improvement of the 
circulatory system is followed by cessation of 
hemorrhage. These hemorrhages, similar to 
epistaxis, are looked upon by some men as a 
“safety valve” for the hypertensive. 

Rupture of esophageal varices is one of the 
most common causes of hematemesis. Portal 
cirrhosis, so-called Banti’s disease or splenic 
anemia and thrombosis of the splenic vein are 
the conditions causing these varices. About 25 
per cent. of patients with portal cirrhosis have 
hemorrhages from varices at one time or another, 
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In five per cent. of cases of cirrhosis the termina- 
tion is by hemorrhage. The vascular bed of the 
liver is reduced and the blood must get from the 
portal to the systemic system by means of col- 
laterals. One of the chief routes is through the 
stomach and esophageal veins. Cardiac insuffi- 
ciency with congestive failure often precipitates 
a hemorrhage by adding to the obstruction 
through back pressure in the systemic venous 
system. In 201 cases of cirrhosis of the liver in 
the series quoted there were 85 cases with marked 
esophageal varices. Of these, 28 terminated from 
hemorrhage. There was one case diagnosed as 
ruptured varix in which the hemorrhage was 
from a gastric ulcer. Hemorrhage of this type 
is usually more exsanguinating than most ulcer 
hemorrhages and they respond more slowly. This 
may possibly be due to the liver damage. 

Carcinoma of the stomach with ulceration of 
one of the larger vessels may cause a massive 
hemorrhage. Vomiting of a small amount of 
red blood or “coffee ground” material is more 
common than profuse hematemesis. The ulcero- 
carcinoma involves vessels as does the benign 
ulcer. Adenocarcinomas, especially in the re- 
gion of the pylorus, break down due to poor 
blood supply, infection and the action of gastric 
juice. These carcinomas may become excavated 
and widely eroded in a short time.® Diffuse 
scirrhous carcinoma and linitis plastica do not 
tend to hemorrhage to any great degree. 

In this series of postmortem examinations 
there were seven cases in which hemorrhage from 
a carcinoma was the primary cause of death. 

Other lesions causing gastric hemorrhage in- 
clude acute gastritis previously mentioned with 
erosions. Corrosive gastritis, due to a corrosive 
substance may result in focal necrosis with 
hemorrhage or perforation. Toxic substances 
may cause diffuse lesions and death. Sulphuric 
acid, hydrochloric acid, nitric acid, caustic soda 
and lime are all corrosive in action. However, 
death is usually due to systemic effects and very 
seldom directly to hemorrhage. 

Chronic follicular gastritis is an inflammatory 
change in the stomach wall with a tendency to 
hemorrhage by gastrotaxis which may be marked 
or slight. Gastrotaxis is a condition in which 
the mucous membrane is grossly intact but there 
is profuse hemorrhage from the gastric wall. 
Parenchymatous hemorrhage of the stomach 
probably belongs under this heading. 
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Trauma across the upper abdomen may be 
followed by hemorrhage especially if there is an 
ulcer present. Gunshot wounds or stab wounds 
may cause hemorrhage as may foreign bodies and 
benign tumors. 

The diagnosis of gastric hemorrhage is made 
by finding blood in the stool or stomach contents 
and localizing the lesion in the stomach. If one 
uses all the diagnostic methods available and 
considers the possibilities the majority of cases 
of gastro-intestinal hemorrhage can be definitely 
localized. One may have to wait for a time be- 
fore subjecting the patient to fluoroscopic ex- 
amination. Approximately 90 per cent. to 95 
per cent. of gastric hemorrhages are from peptic 
ulcer or erosions. The remainder are from car- 
cinoma with a small percentage due to blood 
dyscrasias and the rarer causes mentioned. 

Blood from the respiratory tract can usually 
be differentiated from that of hematemesis. 
xamination of the nose, throat, and chest with 
a careful history will usually localize the lesion 
if it is in the respiratory passages. 

Gastric ulcer is diagnosed on the history, 
symptoms, physical findings and course. Pre- 
vious fluoroscopic diagnosis is helpful. Silent 
ulcers with hemorrhage must be diagnosed by 
exclusion, with fluoroscopic examination later. 

Carcinoma of the stomach, previously dis- 
cussed, is absolutely diagnosed by x-ray. 

Corrosive gastritis is diagnosed by history of 
ingestion of a corrosive, burns of the mouth and 
pharynx and by analysis of the stomach content. 

Infectious diseases, as mentioned, including 
scarlet fever, variola, malaria, yellow fever, 
cholera, measles, endocarditis or any bacteremia 
with hemorrhage in the stomach do not usually 
cause much trouble. 

Intracranial lesions, such as tumors, basal 
meningitis, and cerebral hemorrhage may cause 
erosions or acute ulcerations with hemorrhage 
in the lower esophagus or stomach. 

Blood dyscrasias, including hemophilia, leu- 
kemia and purpura may cause hemorrhage into 
the stomach, or intestinal tract, skin, joints or 
any region of the body. An adequate blood 
examination usually makes the diagnosis al- 
though in some cases repeated examinations and 
observation over several weeks may be necessary. 

Scurvy, Hodgkin’s lymphogranuloma, malaria, 
benign tumors, syphilis and tuberculosis are all 
rare causes of gastric hemorrhage. Chronic 
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nephritis or uremia may cause gastric ulceration 
with hemorrhage. 

Extensive lesions of the liver with prothrombin 
and fibrinogen deficiencies may present hemor- 
rhages in the stomach, intestinal tract, skin and 
mucous membrane. 

The differentiation of hemorrhage into other 
parts of the gastro-intestinal tract may be diffi- 
cult. Immediately following a hemorrhage it 
may be impossible to carry out diagnostic pro- 
cedures without risk to the patient. The general 
conditions considered previously may cause 
hemorrhage elsewhere in the gastro-intestinal 
tract. Ulcer of the duodenum is very similar to 
ulcer of the stomach. They are differentiated 
by the x-ray. Hematemesis in half the cases is 
due to ulcer of the duodenum. 

In carcinoma of the esophagus there is usually 
a history of dysphagia and possibly substernal 
pain. X-ray findings are characteristic. 

Rupture of an aortic aneurysm into the eso- 
phagus is usually marked by profuse hemorrhage. 
Occasionally an aneurysm causes a pressure 
ulceration of the esophagus and periesophageal 
tissue with slow oozing into the lumen with re- 
sulting hematemesis. Findings are those of an 
aortic aneurysm. If the aneurysm is small the 
diagnosis may be difficult. A fatal termination 
within a few hours is the rule. In 94 cases of 
aortic aneurysm in the series quoted there were 
eight which perforated into the esophagus. 

The diagnosis of portal cirrhosis is made ou 
a history of alcoholism with the findings of 
dilated lateral abdominal and chest veins, pec- 
toral alopecia, a small hard liver or a large palp- 
able liver with enlargement of the spleen, 
hemorrhoids and possibly ascites. Lowering of 
the blood serum protein and late reversal of the 
albumen globulin ratio points to cirrhosis. The 
x-ray findings of esophageal varices are char- 
acteristic and the diagnosis is often made by this 
means. Esophagoscopy is a valuable means of 
detecting these varices. It should always be 
used prior to gastroscopy if there is any sus- 
picion of lower esophageal pathology. 

Mediastinal tumors with erosion of the aorta 
and ulceration of the esophagus have been re- 
ported. Foreign bodies impacted in the eso- 
phagus have eroded the aorta. 

Lower intestinal tract lesions may cause 
melena or occult blood in the stool. Carcinoma 
of the large intestine, actinomycosis of the 
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cecum, tuberculosis of the colon, peptic ulcera- 
tion of Meckel’s diverticulum, often seen in chil- 
dren, ulcerative colitis and lesions of the rectum 
must all be considered in the differential diag- 


nosis. 
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TABLE I 
Age Incidence—Gastric Ulcer Hemorrhage 
Below 45 years......... 45-50 51-60 61-70 71 to 81 
BY re dees aaah 3 13 5 4 
TABLE II 
Age Incidence—Duodenal Ulcer Hemorrhage 
31-40 41-50 51-60 61-70 71-80 
2 3 9 5 2 
TABLE III 


Gastric Ulcer Hemorrhage 
Associated Pathological Conditions 
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RETROAURICULAR FISTULA FOLLOW- 
ING MASTOID OPERATIONS. REPORT 
OF A CASE FOLLOWING RADICAL 
MASTOIDECTOMY WITH RE- 
MARKS ON THE SELEC- 

TION OF PROCEDURE 


Harotp V. Wapswortn, M. D., AND 
Grorar H. Wooprurr, M. D. 
JOLIET 


In dealing with defects of the above type if 
we are able to restore the parts to a condition 
closely approximating the normal we will in most 
cases attain a satisfactory result. This state- 
ment might well apply to many other defects in 
other parts of the body. 

Over the years many methods have been pro- 
posed for closing openings left after mastoid 
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operations, some of which, while they closed the 
fistula for the time being, gave no assurance of 
permanency becaues they failed to restore a 
covering approximating the normal in that they 
did not supply a healthy subcutaneous and peri- 
osteal layer for support and nourishment. In 
the relatively recent literature we have come 
across several methods which do seem to live up 
to the requirements; they do supply a healthy 
subcutaneous and periosteal layer. 

A few months ago we were consulted by a young 
woman with a postauricular opening about 9mm. in di- 
ameter leading to a well epithelialized radical cavity. 
Most of the time the cavity was dry. At times there 
was a very small amount of mucoid discharge in the 
middle ear. 

The patient had had a running ear for 29 years ac- 
quired at the age of two. In 1933 a mastoid opera- 
tion—presumably a simple mastoid exenteration—was 
performed, but the discharge continued. In 1934 an- 
other mastoid operation, this time a radical, was done 
and a good result obtained except for the failure of 
the postauricular opening to completely close. Fol- 
lowing this three separate attempts were made to 
close the opening. After the first attempt at closure 
(in the words of the patient) an “infection” occurred, 
with great swelling of the tissues and even some swell- 
ing in the throat, causing the patient to be quite sick. 
Two more attempts, one in 1936 and one in 1937, the 
nature of which we do not know, were unsuccessful 
except that the size of the opening was slightly re- 
duced. 

When seen by us there was an opening at the center 
of the mastoid scar about 9mm. in diameter. The 
cavity was covered everywhere by epithelium which was 
unbroken over the rim of the opening, thus being con- 
tinuous with the external skin. The skin immediately 
about was quite thin and atrophic but a short distance 
posteriorly there was a good thick subcutaneous layer. 
Evidently a thorough radical operation had been done 
and there was nothing in the cavity except a few crusts 
in the middle-ear. 

Confronted by a case of this type, which most 
of us meet rarely, it seemed only sensible to 
consult the literature on the subject. We made 
no attempt to make this study complete but we 
did try to read the recent articles on the sub- 
ject written in English as well as to read some 
of the standard works on otology and operative 
surgery. 

Some of the earlier methods, while they pro- 
vided both an internal and external lining, abso- 
lutely failed to provide a subcutaneous and 
periosteal layer for nourishment and support. 
They thus fail to live up to the standard of re- 
storing approximately normal structure. Some 
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other methods only partially fulfilled the require- 
ments. 

Another essential in closing a retroauricular 
opening is that the skin closure be accomplished 
without tension. 

Perhaps the method most commonly used has 
been one described in several books on otology. 
An incision is made in the old scar line down 
to the bone and a second parallel incision about 
one inch posterior is also made. The double 
tongue flap so formed is raised from the bone 
and sutured to the anterior flap after trimming 
the edges. This method does attempt to supply 
a subcutaneous layer but it may do so rather 
imperfectly if the skin behind the opening is 
thin and atrophic. Joe Beck has modified the 
above procedure by turning the skin in immedi- 
ately about the opening to form an internal lin- 
ing for the radical cavity. We believe that several 
of the methods to be described have definite ad- 
vantages in that they supply an independent sub- 
cutaneous-periosteal flap which can be placed 
directly over the opening. 

In our study we came across four rather re- 
cent methods which we considered for our case. 
Two of these methods had been applied by their 
originators only to fistulas following the simple 
mastoid operation; one was designed specifically 
for a fistula following a radical operation and 
one procedure was stated to be applicable to 
either type. 

METHOD OF STRAATSMA 

Complicated technique requiring three opera- 
tions. 

Necessary only for very large openings or, per- 
haps, in cases in which the tissues are exten- 
sively scarred. 

METHOD OF ALMOUR 

Incision through old scar line circumscribing 
the opening. 

Retract the skin and periosteum forward and 
backward. 

Continue incision upward and forward at an 
angle of 45 degrees through skin only. 

Separate the skin from the fascia over the 
temporal muscle and cut a flap of muscle with 
its pedicle anterior and just at upper end of 
auricle. 

Turn muscle flap down and fasten with one 
catgut suture. 

Mobilize skin and close incisions, 
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METHOD OF COPPS AIND MCCORMICK 

Incision through old scar line and fistula down 
to bone. 

Horizontal incision from upper end of first 
for one inch backward down to bone. 

Split flap so made into a skin layer and a 
deeper subcutaneous periosteal layer. 

Retract skin and make vertical incision of deep 
layer only from posterior end of horizontal in- 
cision down to bone. Free deep flap so formed 
from bone and swing it forward over the fistula. 
One suture to hold it in place. 

Mobilize skin flap and close. 

A few years ago one of us used a method 
somewhat like this to close a fistula following 
a radical mastoid operation. In this case a sup- 
plementary skin incision made to facilitate the 
skin closure was left to heal by granulation. 


METHOD OF ASHLEY 


Vertical incision in scar line through fistula 
down to bone. 

Second vertical incision one inch back of first 
down to bone. 

Raise tissues from bone and split flap into two 
layers—superficial skin, and deep subcutaneous 
periosteal layer. 

Detach deep layer at inferior end and swing 
flap over fistula; one catgut suture. 

Mobilize skin by undermining, making third 
vertical incision if necessary. 

Close all incisions with silkwork mattress 
sutures, 

In applying this method to our case we made 
one addition, in that we turned the skin in 
around the fistula to help form the inner lining 
as was done in the old Trautman operation. 

Our patient volunteered the information that 
at each operation previous to ours one of the 
well known mercurial antiseptics was used in 
the skin preparation and each time there was a 
marked inflammatory reaction. She had called 
the attention of the surgeon to this, but appar- 
ently no attention was paid to her statement 
because the same type of preparation was used in 
the succeeding operations. After this warning 
we were careful to keep all mercurial antiseptics 
away from this patient. 

Sometime before, one of us had heard Dr. 
Muscat remark that he was using sulfanilamide 
after his plastic operations and that it seemed to 
be of value in keeping down postoperative swell- 
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ing. We used sulfanilamide for several days and 
there was certainly very little swelling and no 
sign of infection postoperatively. 

An interesting side light on this case is that 
the patient had for some years been subject to 
seizures during which she lost consciousness. 
These seizures became less frequent and less 
severe upon the cessation of the otorrhea and 
there have been none since the closure of the 
fistula. We have been told that Dr. Lempert 
has a method of dealing with these fistulae 
through the indural route but as we have had 
no experience with it we will not discuss it at 
this time. ; 

We believe that nearly all postauricular fis- 
tulas will be successfully closed by methods which 
supply a healthy layer of subcutaneous and peri- 
osteal tissue over which the skin wounds are 
brought and held together without tension. 

Of the methods which we have studied, we 
believe that Ashley’s method fills the require- 
ments more adequately and at the same time 
more simply than the others. It appears to be 
suited to fistulas following either the simple or 
the radical mastoid operation. 
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DISCUSSION 


Dr. W. A. McNichols, Dixon: The very rarity of 
this condition makes it interesting to me, because when 
we are going along smoothly, to have one of these 
occur and try to close it by cleaning the wound and 
pulling the skin backward, before you go into the lit- 
erature and learn how to do it properly, you are quite 
impressed by the fact that you have a real condition to 
combat. I think this is an important paper to get into 
the literature, as it shows the simplest of all methods 
of successful termination of a very troublesome case. 

The etiology of postauricular fistula is due to failure 
in radical mastoid operation in not lowering the facial 
ridge enough to get adequate drainage, and until this 
is done it will not close. You have in old ones at- 
tempts by nature to close it. Then of course there is 
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poor hygiene and the manner in which the sutures are 
put in. Several years ago I encountered a group of 
these postauricular fistulae in the State Hospital, in a 
low hygiene type of case, and I have since attempted 
to prevent this by rearranging the tissue that surrounds 
the mastoid process. These flaps make you bring down 
the facial ridge, because you cannot set the flap in place 
until you do this. This condition will become more 
and more rare due to this man Lempert. The has been 
in the limelight so much with his hearing saving op- 
erations, that whenever you have a patient with a 
mastoiditis you are going to have better records before 
doing a radical mastoidectomy. Most of my radical 
operations have resulted in poorer hearing after op- 
eration than before. I believe more modified radical 
operations are going to be done than ever before be- 
cause of its hearing conservation. 

I wish to thank Doctors Wadsworth and Woodruff 
for putting this paper before us and getting it into the 
literature. It will be one more record to give us more 
moral courage when we have this misfortune in our 
own practice. 

Dr. George Woodruff, Joliet (closing). I would like 
to mention that in the old double tongue flap method of 
closing these fistulae, very often the posterior wound 
was left open and allowed to granulate in. If you can 
close all skin wounds at the time of operation I think 
it is preferable. I want to thank Dr. McNichols for 
his discussion. 





THE OBSTETRIC RECTAL 
EXAMINATION 


ARMAND JEAN Mauzey, A.B., B.Se., M.D. 
CHICAGO 


Accurate rectal examination of the contents 
of the pelvis of the pregnant woman is an im- 
portant adjunct to the correct management of 
her labor. In undertaking this procedure there 
are four objectives to be determined : 

1. The station of the presenting part. 

2. The dilatation of the cervix. 

3. The character of the presenting part. 

4. The position of the presenting part. 

The rectal examination should be done in the 
absence of an empty bladder and rectum. The 
rubber glove is generally used upon the left hand 
which leaves the other hand free for abdominal 
palpation. The glove should be clean and not 
necessarily sterile. The index finger of the left 
hand is lubricated well and gently inserted into 
the rectum with the palmar surface up. The 
finger is directed back and up in an attempt to 
locate the cervical os and presenting part through 
the thin recto-vaginal septum. Care must be 
taken, however, because the septum has been 
ruptured by too vigorous palpation. 
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The point representing the ischial spines is 
used as a basis for determining the station of the 
presenting part. When the widest diameter of 
the fetal head, namely the biparietal diameter, 
has passed the plane of the pelvic inlet or true 
conjugate the head is said to he engaged. At this 
point as a rule the tip of the true vertex will be 
at the level of the ischial spines. Each centi- 
meter at which the vertex rests above the ischial 
spines is spoken of as either “minus 1, 2, 3, 4, 
or 5 centimeters.” When the tip of the vertex 
is above the spines it is said to be floating and 
not engaged. Stations of the presenting part 
below or past the spines are noted as either “plus 
1, 2, 3, 4, or 5 centimeters.” When the present- 
ing part is crowning it is referred to as a station 
of plus 5 centimeters, 

It is generally difficult to palpate the ischial 
spines when the presenting part has descended to 
a plus 2 station. This is due to the fact that 
the dome of the vertex takes up most of the 
available space of the lower pelvis when the pre- 
senting part has reached such a station. Experi- 
ence will make it possible to judge the station oi 
the presenting part in terms of centimeters accu- 
ately without actually palpating the spines. 
Until that stage of confidence is attained famili- 
arity with the anatomical features of the ischial 
spines may be secured by palpating for them 
during each gynecological or prenatal examina- 
tion. 

After the station of the presenting part has 
been determined study of the cervix and char- 
acter of the presenting part is done. In multi- 
para at the onset of labor the cervical os is 
from three to four centimeters dilated as a rule, 
As labor progresses dilatation and effacement of 
the cervix occur simultaneously. In primipara, 
however, the os is generally from one to two 
centimeters dilated early in labor and is com- 
pletely effaced before dilatation is appreciably 
marked. 

There are three technical points to be kept in 
mind when the cervix and presenting part are 
examined to evaluate properly the progress of 
labor. 

1. The examining finger should be directed as far 
to the back and as far to the front as is possible. 

2. Firm steady pressure against the presenting part 
is necessary with a side to side sweeping motion of 
the finger. 

3. Examination should be done during a uterine con- 


traction as well as when the contraction is gone. 
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1. When the presenting part is located it is 
necessary to direct the examining finger as far 
posteriorily as possible because frequently the 
cervical os is located toward the hollow of the 
sacrum. Associated with a posterior cervical os 
a thinned out anterior lip of the cervix often de- 
velops as labor progresses, This may lead to the 
erroneous impression that the cervix is com- 
pletely dilated and to subsequent disastrous 
operative endeavors. 

The finger should be directed as far to the 
anterior of the birth canal as is possible because 
occasionally the cervical os may be diverted to 
the front. In this respect the os will be found 
in close proximity to the under surface of the 
symphysis. This finding is more common in the 
primipara than in the multipara, 

Not infrequently the anterior lip of the cervix 
becomes impinged between the presenting part 
and symphysis. Of a consequence the anterior 
lip becomes swollen and edematous. The posterior 
lip thins out and dilatation advances slowly, The 
progress of the presenting part is brought to a 
standstill since the edematous anterior lip acts as 
an obstruction to labor. This thick anterior lip 
of the cervix may be felt rectally if the ex- 
amining finger is carried carefully far to the 
front. There are times when without a vaginal 
examination this lip may be retracted if gentle 
firm pressure is exerted against the lip between 
the presenting part and symphysis thus allowing 
labor to proceed to a successful conclusion. 


2. The palpating finger should he firmly but 


not roughly pressed against the cervix and pre- 


senting part. As palpation occurs the finger is 
swept from side to side and up and down as it 
follows the inside edge of the cervix around. 
When the edge is located at one side or far to 
the front or posteriorily it may be lifted up and 
tugged carefully to one side in order to feel the 
sagittal suture or genital fold. These characters 


may rest in either the transverse or oblique planes 


of the lower pelvis depending upon the stage and 


picture of labor. 

When the head engages in an occiput anterior 
position and is properly flexed the large or ante- 
rior fontanel is not felt readily early in labor be- 
cause this flexion of the head carries the large 
fontanel toward the sacral prominence out of 
reach of the examining finger, As the head ad- 
vances, however, toward the perineum and exten- 


sion occurs prior to expulsion of the head the 
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large fontanel is easily interpreted if there is not 
too much overriding of the cranial bones. If the 
normal flexion of the head is obstructed as in a 
face or brow presentation or when the occiput is 
directed to the posterior, the large fontanel will 
be correspondingly easier to palpate since exten- 
sion is then encouraged, In these instances the 
large fontanel shifts to the front and may be 
readily palpated toward the symphysis. 

The diamond like outline of the anterior fon- 
tanel with its four suture tenacles may be dis- 
tinguished from the posterior fontanel with its 
three lines. of cleavage. Familiarity with the 
fontanel spaces and sutures may be acquired by 
palpating the heads of newborn babies. It is 
not uncommon to find the posterior fontanel 
exceedingly difficult to feel in the white infant. 
In the colored fetus the posterior fontanel ap- 
proximates the anterior in size and, is of a con- 
sequence less difficult to palpate but at the 
same time is more often confused with the 
anterior fontanel in diagnosis, This greater 
availability of the posterior fontanel in the col- 
ored infant may account for the increased tend- 
ency of the head to mold in the Negro. 

When a caput succedenum forms it is not easy 
tc determine the station of the head and the 
character of the fontanels. Location of an ear 
by vaginal examination will distinguish between 
an occiput anterior and posterior. It will be 
remembered that the hack of the ear is directed 
posteriorly. 

3. The third necessity is to examine the cer- 
vical os and presenting part during a uterine 
contraction and without one. In primipara there 
is usually complete effacement of the cervix 
before dilatation is much in evidence. Due to 
the thin cervix and concomitant lack of dilata- 
tion errors in diagnosis are frequent. If the 
bag of waters is prominent, during a uterine 
contraction the sac is forced down and the 
outline of the os can be felt with comparative 
ease, If no forewaters are presenting, however, 
the finger may sweep across the area of the os 
and miss the correct dilatation entirely. In the 
absence of a uterine contraction the head or pre- 
senting part rises slightly in the birth canal. 
The cervical edges retract as a result and become 
prominent enough that the edges may be palpated 
and the true size of the os determined. 


Abnormal presentations other than vertex may 


be difficult to diagnose rectally. Not uncom- 
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monly the genital ridge in a frank breech will 
simulate the sagittal suture. The nose and mouth 
of a face presentation may be mistaken for the 
vaginal and anal orifaces in a breech. A pro- 
lapsed hand often cannot be distinguished from a 
presenting foot. When there is vaginal bleeding 
in the last trimester and rectal study reveals a 
soft mass at the edg of the cervix placenta previa 
should be considered. A transversely with a 
shoulder presenting may be misleading and hard 
to outline rectally. Rupture of the bag of water 
carries with it the danger of a prolapsed cord. 
Following such a condition rectal examination 
should be done at once. If the cord has pro- 
lapsed it will be felt as a worm like consistency 
protruding from the cervical os. If the circula- 
tion has not been shut off there will be pulsation 
through the thin recto-vaginal septum. 

Any interpretation of the rectal study should 
be correlated with general and abdominal find- 
ings and with x-ray and vaginal examinations. 
The rectal study is but, a single instrument used 
in the attempt to arrive at a correct obstetric 
diagnosis, A vaginal examination is indicated in 
each instance when successive rectal studies leave 
the clinician in doubt as to the diagnosis or 
when operative procedures are contemplated. The 
rectal technique is valuable chiefly by the fact 
that frequent careful examinations are possible 
with comparative immunity from sepsis. This 
one point should warrant its use in every 


obstetrical case. 


1819 West Polk Street. 





CARE OF THE NEW-BORN 


Ratpw A. Loar, M. D. 
BLOOMINGTON 


A discussion of the factors which make for 


health or disease of the new-born, of necessity, 
includes events which far antedate the neonatal 
period. Consequently it is of paramount impor- 
tance that the future well being of child, as 
well as the mother, be constantly kept in 
mind. Not infrequently one is neglected for 
the other and while this is at times unavoidable 
the unborn child doesn’t always get the con- 
sideration which is its right. All of us have 
heard the desperate words of the frantic husband 
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or mother of the patient, “Save both if you 
can doctor, but Mary comes first.” Anything 
which jeopardizes the child without actually 
benefiting the mother is, to say the least, poor 
obstetrics. 


So much has been written and taught of the 


necessity of good prenatal care that it is almost 
inconceivable that any physician, who assumes 
the responsibility of a given case, would fail 
to render his patient adequate care. It is not 
hard to learn what adequate care should be, 
However, it is easy for a busy practitioner to get 
into the careless habit of giving only minimum 
attention to cases, the great majority of which 
are normal or nearly so. In this connection the 
financial status of the patient is apt to be a fac- 
tor. The individual of affluence is likely to co- 
operate fully but those in very moderate or 
straightened circumstances are too prone to post- 
pone the first visit to the physician as long as 
possible and while under the care of their at- 
tendant, are likely to lengthen the time between 
visits, thinking the fee will be proportionately 
smaller, I think you will all agree that such an 
impression is false and should be corrected im- 
mediately in the minds of such individuals. An 
early agreement as to fee and payment in whole, 
or in part during the prenatal period will go a 
long way towards eliminating one source of 
worry from the prospective mother, whose peace 
of mind is so essential, from a psychological as 
well as physiological viewpoint. 

During the prenatal period we must forever 
be on the lookout for nonobstetrical complica- 
tions as well as obstetrical, most of which can be 
handled without complicated diagnostic proce- 
dures, but if there is reasonable doubt as to any 
given condition we should not hesitate to em- 
ploy consultation to determine the exact diag- 
nosis and proper treatment. Some of the 
anemias, tuberculosis, cardiac disease, diabetes, 
thyroid disturbances, pyelitis, gall-bladder and 
appendiceal involvement, fall in the latter cate- 
gory. Close attention to these conditions as 
well as obstetrical complications will place the 
patient in the best possible position to with- 
stand the ordeal of labor and besides give the 
baby a better chance to go to term and survive 
the dangerous neonatal period. 

Since prematurity is one of the greatest causes 
of neonatal deaths, every effort should be made 
to see that pregnancy continues to term, or if 
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not, the mother should be studied so that if pos- 


sible the cause of the prematurity should be re- 
moved and a subsequent pregnancy be more suc- 
cessful. 

Let us next review some of the factors which 
are inclined to jeopardize the baby during labor. 
The increased risk of a breech delivery is of 
course well known and can be avoided in a ma- 
jority of cases by an external version in the last 
six weeks of pregnancy. These cases should be 
checked frequently, however, as there is a tend- 
ency in some to change polarity spontaneously 
and even a transverse position result. One such 
case came to my attention recently which went 
into labor, the cord prolapsing, necessitating a 
manual dilatation of the cervix and breech ex- 
traction. 

Authorities are pretty well agreed that ma- 
ternal and neonatal morbidity and mortality 
largely parallel one another. Operative inter- 
ference in labor with its increase in maternal 
dangers must be limited to the strictest indica- 
tions if this danger is to be removed from the 
baby. Hither too long or too short labors are 
apt to affect the baby unfavorably. Some of 
these are unavoidable but we certainly should 
avoid procedures on our part which might re- 
sult in either one. 

The advocates of painless labor are convinced 
of the innocuousness of their favorite analgesic 
and yet there isn’t one that at some time or other, 
hasn’t been the cause of a fetal death. The abol- 
ishing of the respiratory reflex, makes artificial 
resuscitation much more frequent with conse- 
quent danger of atelectasis and pneumonia. Even 
though the first stage may be somewhat short- 
ened the expulsive forces are not infrequently 
insufficient for a spontaneous second stage and 
an operative delivery is the result. We know 
that the effect on the respiratory apparatus of 
the fetus wears off after a time but who can 
always tell that labor will terminate after this 
time limit? 

One might argue that the added risk of anal- 
gesia is justifiable, but should the physician as- 
sume that risk? One writer suggests that if 
the danger was explained to the patient she 
would be slower in demanding too much relief 
from pain. 

The psychological approach to the pains of 
childbirth may be one answer to the present 
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overwhelming demand on the part of the ob- 
stetrical patients for painless labor. I have be- 
come convinced that a good proportion will tol- 
erate the first stage pains with very little or no 
analegsia, then with local infiltration of the 
perineum with or without a little ether, many 
deliver spontaneously on which formerly I would 
use forceps, 

And how great a satisfaction it is to hear a 
quick lusty cry in place of the weak whine of 
a drowsy youngster that has to be watched for 
some time to make sure it is breathing properly. 

1 must mention also, as a factor in damaging 
babies during labor, the all too frequent use 
of the pituitary preparations to hasten the first 
or second stage. I feel that I should apologize 
for even mentioning this reprehensible practice 
except for the fact that one birth supervisor ad- 
mitted that she had been called upon to give 
one of these preparations very frequently, and 
that “it certainly hurried things along very 
nicely.” 

If it is true that, as some writers claim, a large 
proportion of normal deliveries produce slight 
intracranial injury how careful we should be 
not to subject the baby’s brain to unnecessary 
damage by this method. Of course it is just 
as bad to allow the second stage to last too 
long and fail to intervene until the long pressure 
on the higher centers produce an anoxia, the ef- 
fects of which may only appear in later life 
in the form of some type of mental deficiency. 

Nurses and birth room attendants should also 
be warned against forcibly preventing the ex- 
pulsion of the baby until the doctor arrives as 
the same conditions obtain as in the prolonged 
second stage, with the forces acting in a differ- 
ent manner. 

The possible damage to the baby by quinine is 
well known, some individuals being hypersensi- 
tive. Also the suggestion that nerve deafness 
may possibly be produced in the baby should be 
considered as well as the occasional occurrence 
of tumultuous pains in the mother. Other con- 
ditions which may result in intracranial injury 
are excessive pressure on the head in breech de- 
liveries and a failure to observe one or more of 
the principles of forceps delivery. Of these I 
think the more important are the trial traction, 
the checking of the heart tones to detect cord 
pressure, a delivery by degrees, releasing the 
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forceps between pulls and te be sure the occiput 
has cleared the pubic arch before extension is 
begun. Manual rotation of an occiput position 
should, of course, be attempted, preceeded by 
thoroughly preparing the pelvic floor, and ver- 
sion resorted to only in case of inadequate pains, 
which quite frequently is the result of exces- 
sive narcosis. (I might say that in twenty years 
I have never done a version with an occiput pos- 
terior—the only indication—and doubt that I 
will in the next twenty.) 

A very important legacy for the new-born is 
a healthy mother which requires not only good 
prenatal care but a minimum of operative inter- 
vention during delivery. This will alone pre- 
vent many post partum infections which inter- 
fere with lactation and require more artificial 
feeding. The same is true of post partum hem- 
orrhage, much more frequent following operative 
delivery, but, when occurring, should be imme- 
diately compensated for by transfusion if neces- 
sary, as by the time the patient has made up 
her own blood loss, the breasts are useless for all 
practical purposes. 

The most important factors then, in insuring 
the welfare of the new-born are the prevention 
of prematurity, fetal asphyxia or anoxemia and 
intracranial injury and lastly a healthy lactating 
mother. A close attention to these factors on 
the part of the obstetrician will result in a fool 
proof baby which requires almost no attention 
except the care of natural functions, beyond 
which the less attention the better. This presup- 
poses that the medical attendant, whether gen- 
eral practitioner or specialist, is sufficiently alert 
to detect departures from the normal and take 
appropriate steps as indicated. He should not 
leave the prelacteal feeding, if any, to the nurse 
in charge of the nursery or to an unskilled at- 
tendant if the patient is in the home. The 
advantage of beta-lactose-sodium citrate feedings 
over milk formulas is well known. The belief 
that too early feedings of foreign protein in 
producing early, as well as late, disturbances in 
the baby, is apparently well founded. In cases 
of suspected cerebral hemorrhage gentleness in 
handling and nasal catheter feedings are of 
prime importance. 

The question of consultation with the pedi- 
atrician in abnormal cases should be settled 
early, although I feel that often, we, as obstet- 
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ricians expect too much; that the pediatrician 
step in to rectify some mistake in our judgment 
in handling the confinement. In this they are 
most long suffering and make the best they can 
of an otherwise bad job. 

However, in the normal cases, which far out- 
number the rest, I do not feel we should sub- 
ject the patient to needless expense to repay 
a professional debt or to dodge our responsibility. 
The mounting costs of having babies has caused 
more than one young couple to postpone preg- 
nancy altogether or space them farther apart 
than they would like, a thought expressed to me 
recently by a young mother, much to my surprise 
as she was decidedly in a higher than the av- 
erage financial status. 

Then, too, as I have mentioned previously, 
the less a baby is handled and visited the better, 
not only for the baby but also for the entire 
nursery. Cross infections occur in proportion 
to the number of individuals with which the baby 
comes in contact, and the pediatrician of neces- 
sity sees more infections peculiar to the young 
than the obstetrician. 

But on the other hand, if we can possibly fore- 
see, due to the character of the delivery or the 
early actions of the new-born, that consultation 
is desirable let us not lose valuable time in get- 
ting help and advice before it is too late to be 
of use. The pediatrician cares for as many in- 
digents as the obstetrician and I am sure is as 
willing to give necessary aid to all who need it. 

However, if we do our work well our patients 
will be benefited, and we won’t have to call in 
our pediatrician friends so often to share the 
responsibility of our mistakes. 

In closing then, I would say, consummate skill 
and an unerring judgment may be the attain- 
ment of a few, but all of us have a threefold 
obligation: To ourselves, to strive for continued 
improvement in our work, to the rest of the pro- 
fession through interchange of ideas and ob- 
servations and lastly to the public, who trust us 
to eliminate unnecessary loss of life of mothers 
and babies. 
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DISCUSSION 
Dr. O. H. Christ, Danville: This is the day of pre- 
ventive medicine. Dr. Loar has discussed extensively 
the preyention of injury and sickness of the new-born. 
It seems that his paper might well have been titled 
“Care of the Unborn” instead of “Care of the New- 
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born.” Dr. Loar has discussed the field of obstetric 
principles very thoroughly. The principles are good 
and as a rule I agree with them thoroughly as they 
are accepted by obstetricians. 

I want to emphasize the advantage of one fee or one 
charge for the entire obstetric care. This fee need not 
and should not be definite. I never give a patient a 
definite fee when they first come to me or in the course 
of their treatment. I sometimes give them the minimum 
fee and explain to them that if their case is normal their 
fee will probably not be more than this amount. If 
it is abnormal the fee will probably be increased, but 
that it will be a reasonable charge and in keeping with 
services rendered. I believe when a patient is charged 
for each prenatal call they are inclined to neglect the 
calls. For this reason the charge should be for the 
case and the doctor then will give the case the neces- 
sary treatment. 

There are a few questions which Dr. Loar brings 
out with which I am not exactly in accord. It seems 
that he turns his breech presentations from a breech 
to a cephalic in the last six weeks of pregnancy. In 
my opinion this is not practical and, in fact, I can only 
do it in a few of the multiparae who have very thin, 
lax -abdomens. If it is attempted on other than this 
class of case, it requires an anesthetic and such hard 
manipulation that premature labor may be induced. 
While I know that statistics tell us that breech presen- 
tation predisposes to increased morbidity in both mother 
and babe, I personally do not fear the breech case. I 
believe that in experienced hands the breech presenta- 
tion is cared for with nearly the same morbidity and 
mortality as the cephalic. I think that breech cases 
are many times hurried too much. I believe that delivery 
is attempted before the cervix is entirely dilated and 
this long enough to become paralyzed. I have long 
maintained that complete dilatation is not sufficient. A 
cervix must have been dilated long enough to have 
become paralyzed or to have lost its resistance. Then 
spontaneous expulsion with deep episiotomy and with 
the head kept well flexed should cause little trouble. 
If the head meets firm resistance or appears difficult, 
well applied forceps on the aftercoming head gives the 
babe and the mother just about the same chance as 
with cephalic presentation. 

Dr. Loar also speaks of the risk of analgesia. I do 
not consider analgesia a risk either for mother or for 
child. If used intelligently in experienced hands I 
maintain that most labors may be made practically pain- 
less with perfect safety to both mother and child. 

Dr. Loar’s recommendations on the proper conduct of 
labor are good and are accepted. I want to commend 
him on these good presentations on the prevention of 
injury to the fetal head. His discussion of the proper 
use of forceps is very good and I want to commend 
him on this. 

So much for the care of the unborn child. Now as 
to the care of the new-born: First, I have discon- 
tinued the use of spinal puncture for intracranial hem- 
orrhage in the new-born. It may be that I am old 
fashioned. I agree with the intramuscular injection 
of whole blood and perfect quiet. 
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Since we are meeting with the pediatricians we must 
be modest in any claims in their field. However, if 
we are to listen to some of the highly classified special- 
ists we will be calling a surgeon to cut and dress the 
cord and an oculist to treat the eyes. I believe that 
specialism can be carried too far. In our state, with 
such a wide variance of conditions, it is hard to form 
a general opinion as to who should treat the new-born. 

Our state ranges, as you know, from the most highly 
classified and highly specialized staffs of some of the 
world’s best hospitals, down to the most rural com- 
munities. While it may be practical and proper in the 
former case to turn every babe directly to the pedia- 
trician as soon as it is born, I do not believe this is 
true in the latter case. 

I shall speak more especially of the downstate hospi- 
tals and the rural communities, for on these I am bet- 
ter informed. In the first place there are few staff 
cases. They are nearly all considered as private cases 
even though the fees may be small. It is expected, and 
rightly so, that the man employed to deliver the babe 
will care for it at least while in the hospital. In this 
service the obstetrician is competent and experienced, 
He sees and cares for many cases. He sees the 
mother daily and she expects him to have knowledge of 
her babe and he does. This service is a part of the 
obstetric service and is paid for in one obstetric fee. 
If this child varies from the normal or from minor 
discrepancies—in other words if it becomes a sick 
child—then the pediatrician should be called and the 
parents should and would expect to pay for the treat- 
ment of their sick babe. 

I agree with the essayist in that counsel should be 
called early and it should be with the most efficient 
pediatrician. In the rural communities even this coun- 
sel is not always available and the general practitioner 
continues his general practice on the sick babe as well 
as on the rest of the family. 

It should be remembered that a large percentage of 
all babies are delivered by the general practitioner. 
To say that all new-borns should be supervised by a 
specialist is not consistent, when we consider that the 
art and science of obstetrics is equally specialized. 
Then I would say, well babies should be supervised 
by the family physician or the obstetrician. Sick in- 
fants should have counsel and that before conditions 
are serious. — 

Dr. Henry E. Irish, Chicago: I have been inter- 
ested in the matter of depression in the new-born be- 
cause of drugs administered to the mother. I think 
each man should remember a few things about the dose 
of morphine given to the mother. Morphine, %4 grain, 
given to a mother who weighs 150 pounds means one- 
six-hundredth grain to the pound, and the amount of 
morphine which will give physiological effects in the 
infant is one-six-hundredth grain to the pound. By 
physiologic effects we mean sommolence with contrac- 
tion of the pupils. This morphine is eliminated in a 
period of about four hours; there is a little “hang-over” 
in the infant but in about four hours the somnolence 
passes off. If you give 14 grain of morphine to a 
mother and repeat it in an hour or two you nearly 
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double the physiological dose to the baby. The lethal 
dose for adults is about eight times greater (Mc- 
Guigan). How much greater it is for the baby I have 
never seen published. However, one must remember 
that a baby is already asleep and if you deepen that 
slumber you will have more effect upon the baby than 
the mother who is being stimulated by pain contrac- 
tions. The somnolent effect of morphine depends 
somewhat upon the amount of pain stimulus and when 
that ceases, then we see a patient go into hours of 
slumber partly due to fatigue and loss of sleep and 
partly due to the morphine. But this dose, if it is not 
repeated too often, I am sure will not kill the baby. 
About the barbiturates, I know it is common to give 
\% grain to a baby weighing eight pounds, which we 
all do in treating them for pylorospasm, etc., and that 
makes a dose of one-sixty-fourth grain to the pound 
and this I know will not produce more than somnolence 
from which a baby will awaken in three or four hours. 
This is equal to two grains for a woman weighing 128 
pounds. 

No one knows exactly how much effect barbiturates 
have in preventing the starting of respiration in the 
infant, especially when other influences, such as shock 
and hemorrhage, are depressively operating. 

It is for you obstetricians to figure out how much 
barbiturates you will give, but remember that it is dif- 
fusible and the baby will get an amount greater or 
less, according to the amount you give. 

Dr. N. G. Shaw, Evanston: A few years ago I 
was interested in and saw many cases of asphyxia and 
cyanosis in the new-born. Sometimes this would come 
on immediately after birth and sometimes in one or 
two days. About that time everybody in that general 
hospital was using nembutal. I hold no brief for or 
against this drug except this: where it was used in- 
discriminately we frequently saw babies who either 
died or had a great deal of difficulty after birth. I 
think the enthusiasm has been tempered somewhat and 
that this medication is being used more cautiously. I 
think that in the same hospital we are seeing much 
less cyanosis and trouble in the new-born now that 
some of the analgesics are used more cautiously. 

Dr. R. R. Loar, Bloomington: I wish to thank the 
doctors for discussion about the barbiturates. I be- 
lieve there is a middle ground that is safe. 
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It is generally agreed among educators that 
normal hearing is very essential in the education 
of the child, consequently much attention is 
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given to the detection of hearing deficiencies in 
school children. 

Unfortunately, some of the hearing defects 
found cannot be remedied when they are discov- 
ered but it is hoped that the increased finding of 
these conditions will stress the necessity of their 
prevention, and promote the conservation of 
hearing in young children. 

With this objective in view various national 
organizations interested in the conservation of 
hearing, viz. American Society for the Hard of 
Hearing, and the Section on Laryngology, Otol- 
ogy and Rhinology of the American Medical As- 
sociation have passed resolutions favoring peri- 
odic testing acuity of hearing of all school chil- 
dren by scientifically accurate methods adequate 
for the detection of even slight degrees of hear- 
ing loss. 

Several instruments are now available for such 
tests, notably the 4B Audiometer which is the 
instrument used in the Springfield, Ill., schools. 

RESULTS OF AUDIOMETER TESTS 

During the past two years 6,570 children in 
the public and parochial elementary schools in 
Springfield, above the second grade, were tested 
with this instrument. The tests showed that 304 
or 4.6 per cent. had defective hearing. A loss 
of six decibels in both ears or nine in one ear 
were classed as losses of hearing acuity. The 
number of children tested in each grade and the 
percentage found to have hearing defects are 


shown in Table 1. 
TABLE 1 
RESULTS OF AUDIOMETER TESTS BY GRADES, 
SPRINGFIELD, ILL., SCHOOLS—1937-39 








No. No. Per cent. 

Grade Examined Defective Defective 
Debs chin cdits oie ak bog sles 1,626 77 4.7 
So chsk-ai Shoe aac Mae 5 ond 1,173 54 4.6 
Cg ORE ale eiedicans saglel 1,709 73 4.3 
ME cavennaadsevesJeste 1,219 47 3.8 
Total in Grades....... 5,727 251 4.4 
Unclassified Elementary. 843 53 6.3 
Total Elementary ..... 6,570 304 4.6 
SS ciwcticatowetes (H1i4 1,032 69 6.7 
Unclassified High ...... 334 15 4.5 
PERU EEE. seuss eons 1,366 84 6.2 
Grand Total ......... 7,936 388 4.9 


Unfortunately, there is no uniformity in the 
use of the number of decibels considered as an 
indication of defective hearing. Some workers 
class a reduction of nine decibels as a hearing 
defect, on the other extreme any reduction, be- 
low 0, which is the average normal, is consid- 
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ered a deficiency. Consequently it is impossible 
to compare the results reported in various lo- 
calities. 

In the 37,977 hearing tests recently made of 
school children in Illinois, as a W.P.A. project 
under the Illinois Society for the Prevention of 
Blindness, 4,965 or 13.1 per cent, were found to 
have defective hearings, as measured by their 
standard. 

If the children with a hearing loss as shown 
by the 4A Audiometer are retested individually 
with the 2A Audiometer, by which the hearing 
losses at varous tone levels can be accurately 
tested, an exact determination of the loss of hear- 
ing acuity can be made; this was done in New 
York City where the report on over 700,000 pu- 
pils tested showed the following results: 

In the elementary and junior high schools, 3.2 
per cent. had impairment in both ears; 4.1 per 
cent. in the right ear, and 3.5 in the left ear. 
In 57,200 high school students, the percentages 
showing impairment of hearing were 1.8, 3.1, 
and 2.3 respectively. 

In our tests of 1,366 students in the Spring- 
field high school, which included all those par- 
ticipating in competitive athletics, 84 or 6.2 per 
cent. were found to have defective hearing, as 
measured by our standard. 

COMPARISON OF AUDIOMETER TESTS WITH OTHER 
METHODS 


During the five years preceding the inaugura- 
tion of audiometer tests in the Springfield schools 


the school nurses tested the hearing of 14,554 


children with the modulated voice test, and 
found 83 or 0.6 per cent. with defective hear- 
ing. This is in contrast with 4.9 per cent. found 
by the audiometer tests made during the past two 
years. 

Newhart? reports that the Minnesota public 
health nurses reported only 2.2 per cent. of 
defective hearing cases when tested by the old 
methods as compared with 8 per cent. found in 
Minneapolis by the audiometer test, when first 
introduced. 

RETESTING WITH THE AUDIOMETER 


It is the universal practice to retest children 
with the audiometer who show a hearing loss by 
the initial test. This practice was followed in all 
our cases. The principal reasons why children 
who fail on the first test pass on the second are 
inability to take dictation with the ear phones. 
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This is especially true of the lower grades. An- 
other reason is the possible interference by ex- 
traneous noises which is always a potent factor 
and should be eliminated in passing final judg- 
ment on the results of the tests. The inability 
of the child to comprehend the method of record- 
ing what he hears as is observed in children with 
a low I. Q. also must be taken into consideration. 
The classroom teacher can help a lot in the 
proper classification of the latter. 

There is another factor that deserves consid- 
eration in passing final judgment on the hard 
of hearing cases found in these tests, which ap- 
plies not only to the audiometer tests but to all 
hearing tests, and that is the possibility of the 
hearing deficiency found being due to some acute 
conditions from which the child recovers rather 
rapidly, such as an acute cold, sore throat or 
influenza-like infection as occurred in our schools 
last winter. 

With the view of determining the frequency of 
this factor 55 chilren who were found to have 
hearing deficiencies by audiometer tests made 
last year were retested this year. In 28 or 51 
per cent. of these children no hearing defects 
were found in this retest. Of these, about one- 
third had no treatment for the ear condition in 
the interim. It is admitted that the total num- 
ber retested is too small for forming definite 
conclusions. But nevertheless the results of the 
retests made after one year tend to show that a 
certain per cent. of the hearing deficiencies found 
are evanescent and are recovered from spon- 
taneously. 

DISCUSSION 


Dr. Arlington Ailes, LaSalle: I would like to ask 
where pathological changes begin in this matter of 
testing the hearing. We notice in our athletic teams 
that some fellow can jump 18 feet, another one can 
jump 22 feet, another can jump five feet high and 
another six feet high. I am wondering where the 
standard is in this hearing test, where you can say 
“this is pathologic.” For instance, it seems for prac- 
tical purposes if a child can hear a low-spoken voice 
at a distance of twenty feet, he will get along in the 
world just as well as the individual who can hear a 
much lower tone at the same distance, just so he comes 
within the practical application of his needs. I am 
just wondering what sort of standard they are going 
to go by to say, this hearing is abnormal. If he has 
practical hearing he is all right. Maybe he is per- 
fectly normal, just like the individual who has a 
Roman nose and another a Grecian—you cannot change 
either; one is normal for one and another is normal for 
the other. In our schools we find considerable dif- 
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ficulty with the young children who do not seem to 
comprehend, and also the disturbance of noises. We 
rate the defects as slight deafness and marked deaf- 
ness. I do not believe the essayist brought out slight 
and marked deafness. We have tried to work out a 
formula whereby the one who is doing the testing would 
evaluate the amount of noise and rate them according 
to the amount of noise, but that did not work out. 
That is, if the child was being tested where there was 
a considerable amount of noise, he would have to be 
given much more leeway than if it were absolutely 
quite, but this plan did not work out very well and 
is was abandoned. It is a matter of where on the 
scale you are going to rate a person as normal or ab- 
normal, because normal hearing apparently differs with 
different people. 

Dr. A. J. Levy, Chicago: As between the children 
of the lower grades and the upper grades, I would 
like to know whether there was a greater loss of acuity 
among the children in the upper grades or the lower 
grades, or it is about the same? 

Dr. C. M. Eberhart, Highland (who read the paper) : ° 
Dr. Levy, I think it would be best to refer you to the 
table that accompanied this paper. I think, if you refer 
to the table, you will find that the hearing defects in 
the higher grades approximate six per cent. whereas 
in the lower grades it runs around four per cent. I 
can’t explain that difference. 
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INTRACTABLE PEPTIC ULCER 
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-dntractable peptic ulcers may be defined as 
those ulcers which actively recur, obstruct, bleed 
or-heal slowly. They are, therefore, the compli- 
cated, simple peptic ulcers. It has been esti- 
mated that from ten per cent. to 20 per- cent. 
of simple duodenal ‘ulcers become complicated. 
About half of complicated ulcers come to surgery 
for treatment. The Lahey Clinic reported that 
in 3,000 cases of duodenal ulcer, seven per cent. 
were operated upon. At the Crile Clinic in sim- 
ilar-cases five per cent. were surgical. Why should 
a simple peptic ulcer become intractable? The 
answer is that there has been failure to control 
abnormal gastric acidity or motility, or both. The 
aggressive factors overwhelm the defense mechan- 
ism. This has been shown both experimentally by 
Mann and his coworkers and clinically by numer- 
ous observers. There is a more practical and com- 
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mon reason for simple ulcers becoming intract- 
able. Improper instructions on the part of the 
physician may be the reason. On the other hand, 
it may be due to lack of cooperation on the part 
of patient. The end-result in either case is simi- 
lar, inasmuch as it allows the simple ulcer to 
become indurated, extensive and obstructive. 

Let us come back to the first factor in the 
evolution of a simple ulcer to an intractable 
ulcer, that is, mismanagement of the simple ulcer 
case when first seen. Proper initial manage- 
ment of an ulcer will prevent formation of in- 
tractable ulcer in some cases. It is certainly, 
therefore, a necessary approach to the treatment 
of simple ulcers. In any chronic disease, such as 
diabetes mellitus, pernicious anemia, myxedema 
and others, we do not hesitate in being frank. 
An effort is made to see that the patient has 
a workable understanding of his disease. On 
the other hand, with dyspeptics, it.is very often 
true that they are dismissed with a few cursory 
remarks about eating smooth food and taking a 
powder after meals. Many times the diagnosis 
is not proven. The patient leaves the office with 
insufficient understanding of his illness and in- 
sufficient treatment; the evolution from a simple 
ulcer to an intractable ulcer has begun. With 
laboratory facilities within the reach of most 
of us, it seems logical that we should insist on 
proving or disproving our clinical impression be- 
fore entering into a discussion with the patient. 
Most of the time a fluroscopy is sufficient. At 
other times such additional information as gas- 
tric analysis with histamine as a stimulant, gas- 
troscopy and spot films are necessary. After 
the diagnosis of ulcer is proven, at least 45 
minutes should be spent with the patient in dis- 
cussion of his condition. The location, the recur- 
ring nature of the illness, what he is to expect 
in the future, the causes of the disease and its 
therapy should all be presented. For this pur- 
pose it is best to draw up an outline and enumer- 
ate all of these points. 

If it is kept in mind that a benign ulcer will 
heal providing gastric acids and gastric motil- 
ity are controlled, the proper regime will be 
easy. There have been numerous treatments 
suggested. The simplest treatment in the end 
seems to be the best. The expensive and tedious 
regimes are soon only partially followed by the 
patient, leaying him in a vulnerable position for 
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development of intractable ulcer. A treatment 
that we have followed with good results in sim- 
ple ulcers with crater formation, consists of milk 
and cream, oz. three, every hour from 7 a. m. 
to 8 p.m. Powders are given at 9. a. m., 10:30 
a. m., 1 p. m., 3:30 p. m., 7 p. m., and 9:30 
p.m. In addition, to overcome abnormal motil- 
ity, we use nembutal gr. 4% and atropine gr. 
1/150, three times a day at 7:30 a. m., 11:30 
a. m., and 5:30 p. m. This procedure is main- 
tained for five days. The patient is then given 
small amounts of soft food three times a day 
in addition to the above schedule. This proce- 
dure is maintained for another five days, at the 
end of which time, he is allowed an ambulatory 
ulcer diet with intermeal feedings at 10 a. m., 
and 3 p.m. The powder is then diminished to 
one dram, one hour after meals and fifteen min- 
utes before retiring. The nembutal and atropine 
are maintained for a period of two months, the 
powder for a period of eight months and the 
diet for a period of one year. He is told that 
there is no permanent cure without a change 
in his inherent makeup, also, that new ulcers 
form and in order to prevent them from be- 
coming chronic, he must recognize the symptoms. 
He is admonished to resume the old schedule 
of treatment as soon as warning symptoms show 
themselves. In addition, all focal infections are 
eliminated and every effort is made to reéducate 
the individual in his philosophy of living, in 
order that his aggressive personality may be 
changed. 

On the above schedule about ten per cent. of 
the simple ulcers will become chronic, that is 
the ulcer recurs too often. Oddly enough when 
it does recur it generally recurs in its original 
form. If it was ushered in with a hemorrhage, 
with pain or with obstruction, it generally re- 
curs that way. Why this is so we do not know. 
Most of these ulcer cases are logical candidates 
for surgical intervention. The excessive gastric 
acids and abnormal motility could not be con- 
trolled medically. For the young or middle aged 
adult with high acids and pepsin the operation 
of choice at the present time is subtotal gas- 
trectomy. The gastro-enterostomy is done only 
in those cases of advanced age or poor risk other- 
wise. These cases do not always submit to sur- 
gery and they can be carried along medically but 
at an economic loss to them, 
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The treatment for those cases of intractable 
ulcer with hemorrhage has already been out- 
lined in this symposium by Dr. Brunschwig. For 
those cases who obstruct, we use the following 
method of treatment. For the first day nem- 
butal gr. 34, and atropine gr. 1/150 are given 
three times a day by rectum. Gastric lavage is 
done at 8 a. m., 12 noon, 4 p. m. and 8 p. m., 
using three per cent. sodium bicarbonate solu- 
tion. Nothing is given by mouth except sips 
of water. <A total of 3,000 ec. of Ringer’s solu- 
tion and five per cent. glucose in saline are given 
in divided doses parenterally. On the second 
day the patient is allowed 100 cc. feedings of 
liquid or soft carbohydrate food every two hours 
from 7 a. m. until 9 p.m. Nembutal gr. 1% 
and atropine gr. 1/150 are given three times a 
day by mouth. The gastric lavage is maintained 
as before. The parenteral injection is reduced 
in amount to 1,500 ce. This is maintained for 
The amounts of feedings are then 
increased to 200 cc. at a time. The gastric lav- 


one day. 


age is reduced to once or twice a day when the 
retention is found to be 400 ec. or under and, 
at that time, the parenteral injections can be dis- 
continued. In five to ten days, the patient is 
able to handle an “ambulatory” type of ulcer 
diet with intermeal feedings. For antacid pow- 
der, we have used Takazyme (Parke-Davis & 
Co.), a preparation containing calcium carbon- 
ate, magnesium carbonate and bismuth subcar- 
bonate. 
been entirely satisfactory. 

The medical treatment of gastric ulcers is 
similar to that of the duodenal ulcers. It differs 
in that gastric ulcers must be followed more 
closely and for a longer period of time. In 
general, the prepyloric ulcers and the ulcers 
along the greater curvature, are more apt to be 
malignant than those in the mid portion of the 
lesser curvature. The presence of high acids 
does not, of course, rule out malignancy, but it 
does cause one to strongly suspect a benign 
lesion. The size of the ulcer is not always indica- 
tive of benignity or malignancy but, in general, 
the larger the ulcer the more chances for malig- 
nancy to be present. Those gastric ulcers which 
persist after three or four weeks of adequate 
medical treatment. should be explored surgically 
and depending on the condition of the patient, 


In our experience this preparation has 
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a subtotal gastrectomy or an excision and gastro- 
enterostomy should be done. 
CONCLUSION 

Fewer ulcers, I believe, would become intract- 
able if we made every effort to positively diag- 
nose the condition and clearly outline to the 
patient a treatment which would control gastric 
acids and gastric motility. This should not be 
too difficult to follow. At the same time, an 
effort should be made to have him understand 
the tremendous influence his personality plays 
in the disease, and helpful suggestions should be 
made toward correction of that factor. Focal 
infections should be removed. Various medical 
treatments can be tried but, in general, where 
one fails the other will also. Surgery should be 
used only where adequate medical treatment 
fails. 





TUBERCULOSIS IN CHILDREN. CONSID- 
ERING CONTACT IN THE DOMESTIC 
SERVANT 


EK. T. McEnery, M. D. 
CHICAGO 


The problem of diagnosis of tuberculosis in 
children has been discussed from many angles. 
The question of contacts has always been an im- 
portant one. Many times the contacts have been 
outside the immediate family and because of 
this they present difficulties which can only be 
aided by the medical profession. These contacts 
should include: grandparents, aunts, govern- 
nesses, maids and schoolteachers. Let me cite 
a few typical examples of children developing 
tuberculosis from such contacts. 

Case 1. Child four years old cared for by nursemaid 
for a period of one year. The maid had a slight cough; 
this was thought to be a benign affair, until an acute 
illness brought her under the care of her own physician. 
X-ray of the chest made and a definite pulmonary 
process discovered. Sputum showed positive tubercu- 
losis. Child was skin tested and reacted 4 plus; x-ray 
taken at this time showed enlarged glands and some 
infiltration. Plates taken during a three-year period 
showed this to be calcified at this date. Parents nega- 
tive. 

Case 2. Boy, age two years, one of four children. 
Under nursemaid’s care for six months. The maid, 
following an attack of “flu,” did not recover her for- 
mer health and developed a cough, loss in weight and 
daily temperature. X-ray of the chest showed a pul- 
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monary process at the left apex. Sputum positive. The 
four children were skin tested. The two older ones 
were negative, the two younger ones positive. X-rays 
taken on all four showed only the youngest to have 
some infiltration at both hila. 

Case 3. Girl aged two being cared for by nursemaid, 
the kind that is very good with children. Child be- 
gan to run temperature of unexplained origin, became 
irritable, lost her appetite. Tuberculin test showed 4 
plus. X-ray of the chest showed extensive involve- 
ment. It was then noted that the maid had a cough. 
On being x-rayed, chest showed advanced pulmonary 
involvement and a positive sputum. The child con- 
tinued to run a temperature for several months. She 
is now six years old with complete absence of physical 
findings and the last x-ray shows no activity. At the 
time the condition was discovered in the maid and the 
child, an x-ray was taken of the parents and showed 
no pathology. 

Case 4. Boy aged 15, well developed and active in 
athletics. In August he developed a cold which seemed 
to hang on longer than usual. He lost five pounds 
in weight. No cough, night sweats or any pain in 
his chest. In October he began to spit up blood at 
night. Examination of his chest at this time did not 
reveal any findings. X-ray showed extensive involve- 
ment. Sputum bloody and teeming with tubercle bacilli. 
Investigation of the family disclosed the fact that the 
grandfather and father had pulmonary lesions. Four 
other children in the family had positive tuberculin re- 
actions and all showed childhood tuberculosis on the 
x-ray. 

Case 5. Child aged two brought in because older 
sister had died of tubercular meningitis. Child had 
always been well. Physical findings: some suppression 
of breath sounds at the right apex. Positive tuberculin 
test. On checking for contact the mother was found 
to be positive and an aunt the original source of infec- 
tion. 

These and countless more cases well known 


to all physicians occur frequently and still we 
fail to make proper plans to safeguard our chil- 
dren against such exposure. 

Meyers reports the case of a schoo) teacher 
whose husband died of tuberculosis. She con- 
tracted the disease from him and was under 
treatment for a period in a sanitarium. Her 
condition improved and she was restored to rea- 
sonably good health. The opportunity to return 
to her former profession as a teacher presented 
itself but there was need for a physical examina- 
tion before the position could be obtained. She 
went to a physician who knew nothing of her 
previous condition. Physical examination was 
negative; no tuberculin test was made nor x-ray 
of the chest taken. She passed a perfect physical 


examination and presented herself before her 
class, to die a year later of tuberculosis, How 
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many school children were exposed to this con- 
tact no one knows. 

As a result of a recent tuberculosis survey of 
the adults employed in the schools of Minne- 
apolis, including 3,600 teachers and janitors, 
eight cases of open tuberculosis were uncovered. 
Routine examination of school teachers is just 
as important as that of the children. 

Recently through the public press the ques- 
tion of venereal infection has been brought be- 
fore the lay person. A great deal of interest 
has been aroused. This same plan should be 
followed with reference to tuberculosis. 

The literature on the health situation of the 
domestic servant is very scant but items of im- 
portance appear from time to time in the 
press. One of these items was in a Washing- 
ton, D. C., paper: “Tuberculosis is one of the 
District’s outstanding health problems and about 
60 per cent. of all Negro female deaths from 
this disease were among individuals classified as 
domestic servants, indicating contacts with white 
households.” 

In recent correspondence with Mrs. Moreland 
of Washington, D. C., who has been studying this 
problem for some time, she feels that since the 
public has shown such a keen interest in the 
matter of health with reference to venereal in- 
fection, this interest should carry over into the 
field of tuberculosis. 

In some cities legislation has been passed re- 
garding the health of the domestic servant. Dal- 
las, Texas, requires all household help to have 
routine Wassermann tests. Last year 5,000 were 
examined and 32 per cent, found positive. No 
provision is made for tuberculosis examination. 

In North Carolina, a bill was recently passed 
by the General Assembly requiring all domestic 
help to have a health certificate in which is cer- 
tified by a physician that the individual is free 
from all contagious infection or communicable 
diseases and showing the non-existence of any 
venereal infection which might be transmitted. 


This is also to include a report concerning the 


presence of tuberculosis in the infective state. 
In Newark, New Jersey, an ordinance requires 
domestic help to be free from venereal disease 
and tuberculosis. 
These places have compulsory requirements 


for examination of domestics and they have 
claims to show that the servants have everything 
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to gain and nothing to lose by being examined. 
They also claim it is a public health measure 
and is in line with the national campaign for 
control of syphilis. 

In New Rochelle, New York, where such legis- 
lation was attempted, the opponents to enforced 
examination claimed such was class legislation 
and on this ground even questioned its constitu- 
tionality. 

Englewood, New Jersey, in attempting to fol- 
low the lead of Newark met with many difficul- 
ties and the ordinance was rescinded. 

In Knoxville, Tennessee, periodic medical ex- 
amination of domestic servants is being carried 
out in a sane and satisfactory way without com- 
pulsion. The Health Department in that city re- 
alizes it is a desirable procedure and encourages 
examinations. It issues Health Cards, good for 
six months, to domestics who present evidence 
that they have been given a satisfactory examina- 
tion by a physician. The employment agencies 
there, backed by the demands of the public, are 
of the greatest assistance in encouraging domes- 
tics to be examined and to keep up their Health 
Cards. In one year 1,200 examinations have 
been done. Although this is not as many as 
might have been made under the compulsory 
system, emphasis is placed on the quality and 
need for the examination rather than the num- 
ber. It is notable that it has accomplished a 
great deal without creating ill feeling and re- 
sentment. 

To rule out tuberculosis it is absolutely neces- 
sary to have a roentgenogram of the chest, be- 
cause frequently the physical examination fails 
to reveal what the x-ray examination definitely 
proves. It has long been found to be a quick 
and accurate method of diagnosing such disease. 

It was with this idea in mind that this sub- 
ject was brought before you today to acquaint 
you with some of the facts, and what has been 
done in other localities. We as medical men 
should lead in this crusade, not with legislation 
and compulsory examination, but with education 
of the lay-person by medical men in our commu- 
nities. It should not be fostered by lay-organ- 
izations which take the control of the situation 
out of medical hands. This program of educa- 
tion can be accomplished by bringing the ques- 
tion of examination of domestics into the homes 
of our patients’ families. It can also be brought 
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women’s clubs, and countless other gatherings. 
All people are interested in the problem of health 
and it should begin right in their own homes. 
To encourage this periodic examination the other 
members of the family should respond to the ap- 
peal for the same examination. If such is done 
the servant seeing the attitude of the parents 
will be only too willing to enter into the same 
plan. : 

Health examination of the domestic would be- 
come a general procedure were it not for two 
reasons. Maids are hard to get and the sugges- 
tion for her to have an examination may turn 
her from the door to someone else who is not so 
“fussy.” Secondly, but of no less. importance, 
is the expense involved in the examination. 

Cooperation of the county medical society, 
roentgenologists and physicians is required to 
get results from such a plan. This plan is all 
important in bringing the message before the 
public but it is more important to determine the 
cost of such examinations. The cost must be rea- 
sonable. In New York the cost of a chest x-ray 
has been placed at $3.00; the physical examina- 
tion and laboratory work between $3.00 and 
$5.00; semi-annual check-ups $3.00. Servants, if 
employed, should pay for this examination. They 
should receive an extra compensation as long as 
their Health Card is up to date, namely $1.00 a 
month more. This protects the employer from 
loss in case a maid leaves shortly after an em- 
ployer has paid for the examination. It also is 
an inducement to the maid to keep up with the 
examinations. 

The domestic in the home is many times closer 
to the child than the parent. These contacts are 
the constant ones, not the passing and occasional 
source of infection. It is good health insurance 
to bring this message to our patients’ homes. 
And in doing so we are guiding our own national 
campaign for health and preventive medicine. 

DISCUSSION 

Dr. E. P. Halley, Decatur: This strikes me as a 

very timely extension of the tuberculosis problem, and 


I am mighty glad to hear Dr. McEnery’s approach to 
the extension of control of tuberculosis in childhood to 


include the domestic. 
In our part of the state we are particularly conscious 
of the school teacher problem. Dr. Lindberg has been 
very successful in enforcing full surveys of the school 
children. He had the experience of finding “hot-spots” 
(relatively existence in some of the 


country schools and was able te demonstrate to the 
community and to the little group that patronized 


speaking) in 
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these schools that it was time the teacher was brought 
into this routine and that all applicants for school 
teachers should have chest films. They, of course, 
provide these at their own expense and, at Dr. Lind- 
berg’s request, we do this at a special rate. The films 
are then sent to him for review. 

In connection with the health examination, I think 
that Dr, McEnery might emphasize more strongly the 
advantages of chest x-ray films, because, after all, an 
early chest case is seldom diagnosed by physical ex- 
amination particularly at the time when the patient is 
still well enough to carry on with active employment. 

I sincerely hope that this phase of tuberculosis con- 
trol can be extended. The important thing, of course, 
is to think of it, and if the profession is not made con- 
scious of it, we are not going to solve it. 

Thank you, Doctor McEnery. 





PSYCHOSES WITH PERNICIOUS 
ANEMIA 

(iEORGE A, WILTRAKIS, M. D., F. A. C. S.# 

AntHony YV. Partipito, M.D., F.A,C.S,7 
CHICAGO 


Discussions of the symptomatology of perni- 
cious anemia should include, not only the blood 
changes, the digestive disorders and neurological 
findings, but also the associated mental aberra- 
tions. Personality changes and psychotic mani- 
festations are frequently omitted or forgotten. 
Osler," in his description of pernicious anemia, 
in his textbook of medicine states, “As the dis- 
ease progresses, there may be great depression, 
sometimes delusions, but mental symptoms, as a 
rule, are not marked.” 

The incident of mental symptoms can be de- 
termined from the literature on this subject. 
Woltman,” in a series of 1,498 cases of this dis- 
ease, observed “lesser mental changes” in 35.2 
per cent., while Osgood,? in 1935, reported 40 
per cent with “mild mental changes.” The symp- 
toms consist of indolence, apathy, irritability, 
slight confusion and depression. These slight 
mental manifestations are first seen by the gen- 
eral practitioner and in the anemia clinics and 
should be recognized. 

The frequency of more marked mental aberra- 
tions or psychoses varies with the various authors. 
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Young,* reviewed 515 cases of pernicious anemia 
treated in the Peter Bent Brigham Hospital and 
found 4.5 per cent. to be psychotic; Riley,® in a 
study of 264 cases observed psychosis in 2.6 per 
cent.; Woltman,? reported 4 per cent. in a series 
of 1,498 pernicious anemia patients; Reed,® 
noted 7.8 per cent.; and Herman, Most and Jol- 
liffe,” in a group of 255, reported the much 
higher figure of 15.7 per cent. From the litera- 
ture, it appears that the frequency of psychosis 
in pernicious anemia is, more properly, between 
four and seven per cent. 

During the period from 1931 to 1938, the au- 
thors observed twenty-four cases of pernicious 
anemia among the mental patients at the Elgin 
State Hospital. The mental classification of 
these patients, their symptomatology and prog- 
nosis will be discussed and the cases subdivided 
on an etiological basis. The twenty-four cases 
detected form an incidence of 0.18 of one 
per cent. of the 13,023 new admissions to the 
Elgin State Hospital in this eight-year period. 
Bowman,’ in a study of new admissions to the 
Boston Psychopathic Hospital, noted twenty-two 
cases out of 26,000 admissions during a fourteen- 
year period, or an incidence of 0.08 of one per 
cent. 

The following chart in group (A) lists the 
mental diagnoses, according to the institutional 
records, of the twenty-four patients with perni- 


MENTAL CLASSIFICATIONS OF PERNICIOUS 
ANEMIA CASES 


Diagnosis Group A Group B 
Psychosis with Pernicious Anemia...........- 9 9 
Pernicious Anemia Without Psychosis........ 1 0 
Paranoid Dementia Praecox.........se.eseee. 5 1 
I BED 5 i65 o Ssiy sin isiosivia's o 0 tojgsd ceca 2 2 
Psychosis with Cerebral Arteriosclerosis...... 3 2 
Manic-Depressive, Depressed ............0++- 2 1 
FRVOMATIODE  WRCINIUOTIOEE 5.0 65 5:0 6.05 0.6.5.6- 6.5:0-0.4/9 1 1 
Chronic Alcoholism with Deterioration........ 1 0 

MeL a cslegs Kae heae sass eee eke oe eee 24 16 


(Group A lists the 24 patients with pernicious anemia; 
Group B lists 16 of these 24 cases in whom pernicious anemia 
was considered the cause of the psychosis). 
cious anemia. It will be noted that nine were 
diagnosed as psychosis with somatic disease, 
pernicious anemia. Seven had paranoid symp- 
tom-complexes, five being paranoid dementia 
praecox and two paranoid state. Three were 
classified psychosis with cerebral arteriosclerosis. 

In some of these cases, the pernicious anemia 
was considered an incidental finding or a com- 
plicating disease developing in a mental patient, 
just as tuberculosis, diabetes or appendicitis 
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might develop in a psychotic individual. A time 
relationship should be present between the onset 
of mental symptoms and the establishment of a 
diagnosis of the anemia. Neurological manifes- 
tations have been observed prior to changes of 
the blood in pernicious anemia patients. Like- 
wise, mental changes can antecede the blood 
findings, but, after a very prolonged interval, it 
is very doubtful if it should be considered as a 
causative agent. For example, in some of these 
patients the anemia was discovered from five 
to thirteen years after the onset of psychosis. 
One would not be justified in stating, in such 
cases, that the blood disease was the etiological 
factor. A careful study was made of the pa- 
tients’ histories and social service records to de- 
termine if a relationship existed between the 
pernicious anemia and the psychosis. The au- 
thors excluded eight of the twenty-four cases 
leaving a total of sixteen, in whom the anemia 
seemed definitely related to the mental changes. 
The remainder of the paper will deal with this 
group. 

In twelve of these sixteen patients the anemia 
was noted prior to the onset of mental symptoms 
and in the remaining four within a maximum 
period of one year after the onset of psychosis. 
In group (B) of the chart, is the mental classi- 
fication of these patients according to their in- 
stitutional records. These diagnoses were estab- 
lished shortly after admission on the basis of 
their reaction pattern. Nine were grouped un- 
der the heading of psychosis with pernicious 
anemia and three had paranoid symptom-com- 
plexes. The ages varied between 34 and 66 with 
an average age of 51 for the group. Seven were 
females and nine were males. (All of the perni- 
cious anemia patients were of the white race.) 

The psychosis of pernicious anemia is not 
characterized by any specific form of mental be- 
havior, yet, according to the literature and in 
the cases observed, certain mental symptoms pre- 
dominate. A marked irritability is frequently 
present and paranoid states, confused states and 
depressions are often noted. Undoubtedly the 
prepsychotic personality plays a considerable role 
in the reaction pattern. In some of the older 
patients senile changes modify the picture. 
Prominent among these symptoms is a marked 
irritability and uncooperativeness. The adjec- 
tives frequently used in literature in describing 
their behavior are irritable, stubborn, peevish, 
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surly, obstinate, disagreeable, faultfinding, can- 
tankerous and refractory. They are never sati- 


ated and are a problem in institutional care. In 
nine of the sixteen patients irritability was a 
pronounced symptom. (Irritability was also 
present to a marked degree in three of the eight 
cases in whom pernicious anemia was not con- 
sidered the primary cause. The anemia modified 
the psychotic picture.) An abstract of one of the 
cases more clearly demonstrates this feature. 
Many of the descriptive terms are taken directly 
from her hospital record. 

Case I. Roxana C. A 58-year old, married white 
female was diagnosed a case of pernicious anemia in 
1926 and was hospitalized in six different hospitals 
from 1928 to 1931. Because of her “violent temper and 
incorrigibility” she was discharged from many of the 
hospitals. Her husband found her to be “obstinate, 
demanding and difficult to satisfy.” 

Upon admission to Elgin State Hospital in October, 
1931, she was, “irritable, arrogant, quarrelsome and 
paranoid.” Neurological findings were pinpoint pupils, 
absent patellar reflexes, positive right Babinski, dimin- 
ished tactile and vibratory sense. Laboratory test re- 
vealed an achlorhydria, with a red blood count of 
2,100,000, a hemoglobin of 65 per cent. and a negative 
Wassermann reaction. A diagnosis of psychosis with 
somatic disease, pernicious anemia, was made, with a 
neurological classification of subacute combined scler- 
osis. Under liver therapy her blood count returned to 
normal but she continued “irritable, supercilious and 
paranoid.” There was no mental improvement in spite 
of prolonged treatment. She died fourteen months 
after admission of an acute coronary thrombosis. 

Paranoid ideation or delusions are frequently 
noted in patients with pernicious anemia. In 
some cases, the paresthesias of the upper and 
lower extremities, the numbness and tingling of 
the hands and legs, together with the associated 
weakness, are misinterpreted by the confused 
mind of an anemia patient and form the basis of 
the paranoid ideas. In nine of the sixteen cases, 
paranoid delusions were prominent. The follow- 
ing case belongs to this group. 

Case II. Elizabeth M. was an obese 49-year old 
married female. Her mother died of pernicious anemia. 
In March, 1930, this patient entered a sanitarium be- 
cause of nervousness and paresthesias of her extremi- 
ties. The blood count was normal. Two months later, 
in April, 1930, she complained of marked weakness of 
her extremities and expressed paranoid delusions. The 
red blood count was down to 2,400,000 with a hemo- 
globin of 65 per cent. Under ventriculin she improved 
physically, the blood count returned to normal and 
psychotic symptoms disappeared for several months. 
During November, 1930, patient again became para- 
noid, depressed, expressed auditory hallucinations and 
numerous delusions regarding her extremities. She 
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re-entered a private sanitarium. Under treatment she 
gradually improved, and was discharged in April, 1931, 
in a fairly good mental state. 

Three months later, in June, 1931, she was committed 
to the Elgin State Hospital. Examination revealed 
a rebellious, resentful individual complaining of weak- 
ness of her extremities and expressing ideas of poison- 
ing and infidelity. -Neurologically the patelar reflexes 
were absent. The red blood count was 4,130,000, with 
a hemoglobin of 95 per cent. and a negative Wasser- 
mann reaction. Mentally she was classified as paranoid 
state. Anti-anemia therapy was not instituted. In 
March, 1932, the red blood count-dropped to 1,600,000 
and a hemoglobin to 61 per cent. Under liver therapy 
the blood picture returned to normal, the irritability 
gradually disappeared but some of her persecutory 
ideas persisted. She made a good institutional adjust- 
ment. The liver therapy was continued until the fall 
of 1936 when she was transferred to another institu- 
tion. Her paranoid delusions remain but are less 
prominent. 

This case presents the paranoid attitude ob- 
served in these patients. The onset of mental 
symptoms was with the onset of neurological 
changes associated with pernicious anemia. A 
temporary mental remission and a mental im- 
provement occurred under liver therapy. 

Confusion is the third prominent feature 
noted. This symptom was pronounced in six of 
the sixteen cases. The literature has reported 
confusion with a delirium similar to that seen in 
toxic states, with disorientation, excitement and 
active hallucinations. This toxic delirium was 
not noted in this group although some of the 
patients had red blood counts as low as 900,000. 
Possibly, these cases are observed in the anemia 
clinics and private hospitals and never reach a 
mental hospital. The confusion noted was of 
the type observed in the organic psychosis, a rest- 
lessness and a disorientation associated with a 
memory defect. The very active auditory and 
visual hallucinations of toxic states were not 
seen. The ages of these patients were 44 to 
64. It is interesting to note that several cases 
of this group became more disturbed and more 
confused as their blood count approached normal. 

Depressive features have been reported in lit- 
erature and was very pronounced in two pa- 
tients of this group of sixteen. 

Thus, the symptomatology of the psychosis 
associated with pernicious anemia is not char- 
acterized by any specific reaction pattern; para- 
noid states, confused states and depressions are 
noted and marked irritability is a very common 
finding, 
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The prognosis of this psychosis is poor, just 
as the prognosis is poor in pernicious anemia 
with severe neurological changes of the cord. 
If severe degenerative changes are present in 
the brain, even though the blood count returns 
to normal and remains normal, improvement will 
not result. Death occurred in seven of these 
cases. Of the remaining nine patients, four 
were discharged, two made a good institutional 
adjustment,‘ and three are unimproved. Of the 
four patients who recovered, two were classified 
as psychosis with somatic .disease, pernicious 
anemia, one as imvolutional melancholia and 
one as paranoid dementia praecox. 

The following case presents the more favor- 


able outlook. 

Case III. Frances H. was a married white female 
of 43 years of age. Familial history was negative for 
nervous and mental disease. One sister died of perni- 
cious anemia. In February, 1932, pernicious anemia 
was diagnosed and patient was sent to a private hos- 
pital where she received three blood transfusions. The 
red blood count was 1,250,000 and hemoglobin was 30 
per cent. She improved physically and was kept on a 
special diet and liver extract for a period of eight 
months. Medication was then stopped because the hus- 
band was out of work and could not afford to purchase 
the liver. Mental symptoms were first noted in May, 
1933, fifteen months after the initial diagnosis of per- 
nicious anemia, when patient became fearful and im- 
agined someone was trying to harm her. She was 
agitated, depressed and had frequent crying spells. 
Liver therapy was instituted. Patient was sent to a 
private sanitarium in June for three weeks, but did 
not improve. 

Upon admission to the Elgin State Hospital, in July, 
1933, examination revealed a markedly agitated and 
depressed, resistive, thin female, measuring 61 inches 
in height and weighing 90 pounds. Physical examina- 
tion was negative except for the poor state of nutri- 
tion. Neurological examination was difficult due to 
lack of cooperation. Patellar reflexes were increased. 
The red blood count was 4,600,000, the hemoglobin 
was 90 per cent. and the Wassermann reaction was 
negative. Mentally she was diagnosed involutional 
melancholia. Patient was not placed on liver therapy. 
She continued to be very fearful, restless, agitated, de- 
pressed and frequently required tube feeding. During 
August, 1933, the red blood count dropped to 3,100,000 
and the hemoglobin to 64 per cent. The patient was 
placed on parenteral liver. She now weighed 75 pounds. 
During September the blood count returned to normal 
and the patient was less agitated and less restless and 
tube feedings were no longer required. She continued 
to improve until December, 1933, when she seemed to 
be completely recovered with full insight into her men- 
tal condition. She now weighed 110 pounds as com- 
pared to her previous weight of 75 pounds. In January, 
1934, she was discharged as recovered, During the past 
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five years, the patient has remained well mentally and 
she has. continued on liver therapy. 

Although this patient’s psychosis resembled that of 
involutional melancholia, the authors believe it was 
due to pernicious anemia. The diagnosis of anemia was 
made fifteen months prior to the onset of the psy- 
chosis. The mental symptoms developed after a period 
of absence of liver therapy. No physical or mental 
improvement was noted after institutionalization until 
parenteral liver was given. 

Though the prognosis of these cases, after the 
development of severe mental symptoms, is poor, 
these patients should be given the benefit of 
extensive and prolonged liver therapy. In our 
cases an attempt was made to raise and retain 
the hemoglobin as close to 100 per cent. as pos- 
sible and the red blood count as close to 5,000,- 
000 as possible. 

CONCLUSIONS 


1. Psychoses develop in four to seven per 
cent. of the pernicious anemia patients and lesser 
mental changes in thirty-five per cent. 

2. Pernicious anemia was observed during the 
past eight years in 24 patients at the Elgin 
State Hospital. In sixteen the authors consid- 
ered the anemia as the causative factor of the 
psychosis. 

3. No characteristic reaction pattern was 
noted but according to the literature and in the 
cases observed, paranoid states, confused states 
and depressive features predominated.  Irrit- 
ability is a prominent symptom. 

4, Prognosis in this psychosis is poor, yet, 
mental recoveries do occur and the patients 
should be given the benefit of prolonged and 
extensive anti-anemia therapy. 

Dr. George A. Wiltrakis, 

Chicago State Hospital, Chicago. 
Dr. Anthony V. Partipilo, 

55 East Washington Street, Chicago. 
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DISCUSSION 

Dr. Arthur Weil, Chicago: In discussing this paper 
it must be pointed out that there are a large number 
of transitional conditions from minor mental symptoms 
which may be observed in as many as 64 per cent. of 
cases with pernicious anemia, to the actual organic 
acute type observed in about five per cent., and the 
point which I would like to discuss is whether we 
have a pathologic picture which might be associated 
with these different mental stages. With your kind 
permission I would like to show some lantern slides to 
illustrate the points. 

Well known is the subacute combined degeneration of 
the spinal cord which is shown here in a series of 
sections in its final stage. We may have a complete 
destruction of both posterior and lateral columns, but 
the anterior horns may remain fairly well intact. If 
we study this condition at an early stage we see the 
following: the white matter of the spinal cord is still 
intact in certain regions but the myelin sheaths are 
beginning to swell together with swelling of the axis- 
cylinders in other areas. If we study the same condi- 
tion in the brain of a case which clinically had been 
diagnosed as a mild psychosis with evidence of a para- 
noid state we find a similar picture in the brain. The 
pathology is confined to the white matter. The cortex 
remains intact and only when the disease progresses 
to severe mental degeneration do the ganglion cells of 
the cortex show degenerative changes. 

The question arises, can we predict the effect of 
liver therapy at the different stages of the disease? We 
know that in the milder cases with irritation and mild 
confusional stages, the irritation disappears soon after 
liver therapy is started. In these early cases the swell- 
ing of the myelin sheaths has not yet combined with 
destruction of the axis-cylinders; liver therapy in these 
cases will remove the edema and the normal function 
of the nerve fibers will be reestablished. 

As to the etiologic factor, it seems now that our old 
idea that the achlorhydria of the stomach should be 
the primary factor is no longer true. The cells of the 
mucous membrane of the stomach which produce hy- 
drochloric acid at the. same time produce the intrinsic 
factor which is responsible for the proper functioning 
of the myelin sheath.. If these cells are degenerated 
they do produce neither hydrochloric acid or the in- 
trinsic factor which normally will be stored in the 
liver. Giving liver, therefore, supplies the body with 
this hormone of vitamin which is important for the 
proper functions of the myelin sheath. 

To conclude, the different stages of mental disease 
are accompanied by different stages of organic disease 
beginning with mild edema, followed by severe break- 
ing down of the myelin sheath and the axis-cylinder 
and finally by degeneration of the cortical ganglion 
cells. 

Dr. Charles F. Read, Elgin: If I may, I want to, 
compliment the officers and the members for this fine 
attendance and for the interest shown in the work of 
mental medicine as a part of the field of general 
medicine. 
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I do not know whether you realize that Dr. Wiltrakis 
has presented here one of the largest, if not the larg- 
est single group of pernicious anemia cases associated 
with psychoses found in the literature. I recently took 
occasion to look over the literature for the last six 
or seven years and found the largest single group was 
reported by Dr. Bowman in 1935—twenty-three cases, 
a little less than Dr. Wiltrakis has presented today. 

I do not know that any more emphasis should be 
laid upon the apparent fact that there is no psychosis 
pathognomonic of pernicious anemia. We have, as has 
been pointed out, symptoms of varying character: 
schizoid, paranoid and confusional states such as are 
found in various other somatic diseases. 

I might ask Dr. Weil if he is quite sure that the 
cases that have been autopsied and worked up with 
pernicious anemia who showed no psychosis during life 
had similar findings to those that were autopsied but 
had had a psychosis; in other words, is the psychotic 
state, even when it is confusional and paranoid in char- 
acter, paralleled by brain changes? Some investigators 
say there is no particular parallelism in the findings, 
while others say there seems to be some difference in 
the histopathologic changes in those patients who have 
suffered psychoses. 

We have been much interested, of course, in this 
series of cases as it has developed. I think it illustrates 
very nicely the advisability of long term study of 
various types of psychoses associated with various 
types of physical disease or trauma. 

I hope that Dr. Wiltrakis will continue with this 
study and add to his series of cases as time goes on. 
I think we are at times apt to go into print with an 
article upon this or that disorder and then drop the 
study; later someone else writes another article, and 
so on. It is much better to continue on and perhaps 
develop points of interest that have not appeared in 
the beginning. 

In conclusion I would call attention to the fact that 
in the state hospital service we are coming more and 
more—perhaps have finally arrived at the conclusion— 
that we are in the field of general medicine. We are 
dealing with an organism as a whole, not with a mind 
and a body that are held together in some tenuous man- 
ner. We do study things out quite carefully in the 
various state hospitals nowadays. We study the phys- 
ical conditions and relate them to the patient’s mental 
status, and this should be our aim just as far as pos- 
sible; to keep this body-mind relation always to the 
front in our investigation and in our treatment. 

Dr. Milton Goldberg, Manteno: I was interested in 
hearing that the essayist found more correlation in the 
psychic findings with that of the pathologic types of 
reaction; that is, the increased irritability and motor 
restlessness. Bowman stresses the delirium-like pic- 
ture. That latter is probably a secondary physiologic 
alteration. A manic girl I saw was overweight and 
had tried to overcome this by strenuous reduction 
in food_intake; in fact, she almost stopped eating en- 
tirely and developed a marked secondary anemia. At 
the time I performed a mental examination on her she 
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had a confusional state or delirium with disorientation. 
She was put on liver and copper and as her hemo- 
globin came up she became hypomanic. It may be 
that these confusional states are more a result of the 
oxygen lack and perhaps similar to fever delirium 
where you get a relative oxygen want. 

Dr. G. E. Rooney, Chicago: In the past year I 
have had two cases referred to me by men who defi- 
nitely saw mental symptoms in pernicious anemia. 
These patients, when put on increased amounts of liver, 
have shown a complete reversal and have become nor- 
mal. In both cases there was a mild depression but 
following an increase in the dosage of liver these pa- 
tients both cleared up. 

Dr. George Wiltrakis, Elgin (in closing): I wish 
to thank Dr. Read for his kind words and for his 
stimulation. I do not know how to express my grati- 
tude to Dr. Weil. 

In regards to Dr. Goldberg’s statements, our cases 
did not have a true delirium with acute active auditory 
hallucinations. 





CANCER OF THE CERVIX 


MARSHALL S, UNDERHILL, M. D. 
EVANSTON, ILLINOIS 


The important problem of the choice of the 
method of procedure in the treatment of cancer 
of the cervix always brings up the question as to 
what are the dominating factors in a case of 
cancer of the cervix that allows one to secure a 
marvelous result in the occasional case where, as 
most of the time, one is able to secure but a 


good result. 

This is the report of a case of a cancer of the 
cervix cured for thirteen (13) years following 
the use of radium and x-ray. 


REPORT OF CASE 


The patient, a white female, aged 46 years, married 
25 years, was admitted to the Evanston Hospital 7-22-25 
thirteen years ago because of a bloody vaginal dis- 
charge with a loss of weight and strength of two 
months’ duration. She had been told by a physician in 
her own community two weeks previous to her admis- 
sion that she had a growth on the cervix. 

Past History: Her past history was unimportant. 
There was no history of carcinoma in the immediate 
family. She had had five pregnancies and three mis- 
carriages, with two children living and well. 

The patient stated that for the past four or five 
years she had been going through her “change of life” 
during which time she menstruated six or seven times 
at intervals varying from five to twelve months. 

While on a motor trip two months before her ad- 
mission to the hospital she had a hemorrhage from the 
vagina that lasted for thirteen hours. In the follow- 
ing two months she lost six pounds in weight with a 
loss in strength. 
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Physical Examination: The general physical ex- 
amination was negative. The patient was well nour- 
ished. The blood count was 3,500,000 red blood cells, 
4,500 white blood cells with a hemoglobin estimate of 
75 per cent. 

Doctor W. C. Danforth’s pelvic findings were as 
follows: 

Vulva, negative. 

Vagina, vaginal wall moderately relaxed. 

Cervix, extensive soft growth, bleeds at a touch; 
originating mostly from the anterior lip of the 
cervix; does not invade the vaginal wall; small 
pieces detach very easily. 

Fundus, size normal, mobility diminished. 

Adnexa, negative. 

Clinical diagnosis: The clinical diagnosis was car- 

cinoma of the cervix. 

Pathological diagnosis: The microscopic sections 
made from the specimens taken in 1925 at the time of 
examination and irradiation showed many mitotic fig- 
ures, and the diagnosis made by the pathologist at the 
Evanston Hospital at that time was papillary car- 
cinoma of the cervix uteri. 

A reexamination of the same slides, No. 1383 (1925) 
and No. 1397 (1925), made on November 2nd, 1938, 


- by pathologist E. L. Benjamin, present pathologist at 


the Evanston Hospital, revealed an anaplastic epider- 
moid carcinoma of the cervix uteri. 

In a personal interview with Dr. E. L. Benjamin on 
November 2nd, 1938, he expressed the opinion that 
this was a carcinoma of the common “garden” variety, 
that it was highly malignant, and that it would fall 
in group IV, according to Broder’s method of grading 


cancer. 

Treatment: The patient received 7-24-25, 50 mgs. 
of radium in two capsules, screened with brass, into 
the center of the mass on the cervix. The cautery 
was used to make the opening into which the radium 
was inserted. Four needles each containing 1244 mgs. 
of radium, screened with silver, were then inserted into 
the periphery of the growth, a total of 100 mgs. of 
radium that was applied for forty (40) hours making 
a dose of 4,000 mgs. hours. Two months later four 
x-ray treatments were given. 

CoMMENT: It is now thirteen years (13) since 
this patient had a carcinoma of the cervix and 
she is living and well. 

What were the dominate factors in this case 
that have worked for longevity? Was it because 
the disease was discovered early? Was it because 
the radium was applied and followed by x-ray 
therapy? Was it because the radium was applied 
in a dose of 100 mgs. over a period of forty 
hours?! Or were the dominate factors in this 
case those that we do not know of about cancer 
at the present time? 

Since 1925 brilliant medical men all over the 
world have concentrated their energy in an at- 
tack on the diagnosis and treatment of cancer of 
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the cervix. It is somewhat surprising to con- 
sider the variations in ideas on the subject that 
are promoted by these same authorities. I firmly 
believe from having read some of the literature 
in recent years that for every statement you cite 
to me in regard to the diagnosis and treatment 
of cancer of the cervix I can find for you an 
honest eminent man who states practically the 
opposite view. 

Here are a few samples of the questions in 
regard to the diagnosis and treatment of cancer 
of the cervix that are as yet unanswered. 

1. Surgery versus radium and x-ray. Many of 
the clinicians still discuss both sides of this ques- 
tion in their papers. 

2. The question as to which is the best method 
of procedure in the treatment of cancer of the 
cervix—x-ray followed by radium or radium fol- 
lowed by x-ray, or radium preceded by x-ray and 
then followed by x-ray is still unsettled. 

3. The question as to what constitutes an early 
and what is a late cancer of the cervix is still 
undecided. 

4. The question as to the value of the repair of 
non-malignant lesions of the cervix as a preven- 
tive measure against the occurrence of cancer of 
the cervix has advocates on both sides. 

There is no doubt about it that much good has 
come from all the work that has been done in late 
years on cancer of the cervix; old ideas have been 
emphasized and new ones developed. 

Clinically speaking, I did say in 1925 that this 
was a case of advanced carcinoma of the cervix 
which would at least be in rhythm if viewed in 
the light of Shiller’s recent work. Judged in 
1938 from the results obtained from the treat- 
ment this case could easily be placed in the group 
of early carcinomata. 

In 1938 I still believe this was a case of ad- 
vanced cancer of the cervix with a high degree of 
malignancy and I am willing to theorize in re- 
gard to the factors other than the treatment per 
se that have worked for longevity. 

ConcLusions: I have at the present time ar- 
rived at two conclusions in regard to cancer of 
the cervix. 

1. There is no place for surgery in the treat- 
ment of cancer of the cervix. All indications 
point to the fact that radium preceded or fol- 
lowed by x-ray therapy or both, is the treatment 
that should be used in 1938. 

2. A good mental attitude to be in when one 
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is considering the treatment of a case of cancer 
of the cervix is that it is due to the host which 
carries it, probably because of the unknown fac- 


tors inherent in the disease and the stage in 


which the growth is found a disease by itself, 
and it should be treated as such by the clinician 


in charge. 
REFERENCES 
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DISCUSSION 


Dr. W. C. Danforth: I agree completely with the 


first of your two conclusions, namely, that surgery has 
no place in the treatment of carcinoma of the cervix 
today. The only exception to this which might be 
made is that in the extremely early case of so-called 
intra-cellular carcinoma, in which there has been no 
breaking through the basement membrane. These are 
rarely found. Those which I have seen have been 
chance findings in uteri or cervices removed without 
thought of malignancy and in which these character- 
istic pictures described by Schiller have been found. 
They might be found on biopsy after the use of the 
Schiller test. Radiation at present saves at least as 
many as surgery did without the high primary mor- 
tality. . ‘ a , 
Question % The exact technic of irradiation varies 
in the hands of various workers. There are at present 
a good many excellent men who believe that a very 
good sequence is primary x-ray followed by radium. 
The idea of Regaud is worth thinking about, He 
believes that cancer is most susceptible at the time the 
nuclei of the cells are segmenting, He therefore sug- 
gests extending treatment over a number of days, thus 
attacking as many segmenting cells as possible, In 
other words, a small amount of radium used over a 
longer time. 

Why one cancer gives away to irradiation and 
another does not has not yet been satisfactorily 
answered. This case was a well advanced one. There 
were marked cauliflower masses in the cervix and, 
at first sight, it was not one in which one would be 
inclined to be hopeful. The estimation of radiosensi- 
tivity by the appearance of the cell has not been 
wholly satisfactory. The best clinics are now report- 
ing a curability of one in three, with slight variations 
either way. 

Question 3. I think we are pretty well in accord 
as to what is a late and what is an early cancer. A 
number of papers have taken this up. See Schmitz, 
for example. Clinically, an early cancer is one in 
which the lesion is stil) small, surrounded by normal 
cervical epithelium, and the uterus still freely movable. 
These are not often seen in practice. Pathologically, 
even this would no longer be early. See Schiller’s 
paper in 5. G, and O., some three years ago in which 
he gives diagrams. 

The present speculations as to the influence of hor- 


mones upon the susceptibility to cancer are interesting 
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whether they lead to anything or not. Miller of the 
University of Michigan presents figures which indicate 
that our former idea that parous women are more 
susceptible is wrong. He indicates that the percentage 
of susceptibility is about the same in the women who 
have not borne children, taking the relative number 
of parous and non-parous women into account. 

One of the most important things on the present day 
management of malignancy is its early recognition. 
This will depend upon public education, the influencing 
of more and more women to be examined regularly 
so that the early non-symptom producing growths may 
be found, Many are doing this now, If we can get 
the case when the cancer is still in the epithelium only 
with no dipping into the deeper tissues and with no 
surface laceration, we can cure many of them. Remem- 
ber the old statement that “every cancer goes through 
a stage in which it is curable.” In other words, if 
we see it when it can be wholly removed or destroyed 
in situ, the patient may be saved. 

636 Church Street, 





A REVIEW OF METRAZOL TREATMENTS 


Morais IsunserG, A.B, M.D, 
Staff Physician, East Moline State Hospital 
EAST MOLINE, ILLINOIS 


At the East Moline State Hospital we have 
now employed metrazol shock therapy for more 
than a year and a half. As there is still much 
discussion on the usefulness of this new form 
of therapy, we believe our experience in this new 
field may contribute to a more established opin- 
ion on the efficacy of metrazol as a drug in the 
cure and care of mental) patients. 

In our first year begun on July 31, 1937, 
metrazol therapy was administered to forty-two 
patients on whom treatment was completed be- 
fore the end of the year. Usually metrazol was 
injected two days a week until fifteen convulsive 
days were obtained. Treatments were discon- 
tinued whenever dangerous signs arose or when 
recovery was evident. 

Of the forty-two patients in the series, there 
were seven recoveries, twenty-one improvements, 
and fourteen failures or unimproved cases at the 
end of the treatment period. This shows a re- 
covery rate of 1624%. Thrice that percentage 
improved and have become better ward patients. 
One-third of the number treated showed no vis- 
ible improvement when the therapy was con- 
cluded, 

For the sake of a more critical study we di- 


vided our subjects into three groups according 


to the duration of their mental illness, Those 
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patients who had been mentally unbalanced for 
six months or less were put in the first or acute 
group, those who had been sick between six 
months and two years in the second or moder- 
ately chronic group and the remainder in the 
third or chronic group. There were eleven acute 
cases, fourteen moderately chronic ones and sev- 
enteen that fell into the chronic group. Of the 
eleven acute patients, three recovered, three im- 
proved and five remained unchanged, 1n other 
words about 27% recovered and 27% improved. 
There were the same number of cured ones in the 
second group of fourteen while the number im- 
proved was eight and unchanged three. In terms 
of percentage 21% were healed and 57% became 
better patients. Only one recovered in the chronic 
group of seventeen and ten improved. 

Our statistics took on a much brighter hue 
when we examined the records of our metrazol 
patients on March 1, 1939. We found that 
twenty of the original forty-two patients had 
been discharged, some for more than one year, 
Only one of the discharged patients had been re- 
turned at any time. Of these twenty sent home 
seven were recovered, nine improved and four 
were unchanged at the conclusion of the metrazol 
course. But by the time these were discharged 
all four in the unimproved class had recovered 
and four from the improved list had to be put 
in the recovered group, thus swelling the num- 
ber of recoveries to fourteen. his gave us a 
total recovery rate of 33437, Moreover, we dis- 
covered that of the eleven in the acute group 
there were nine recoveries and one improvement 
and one unimproved case. The unimproved case 
has now improved after a second course of treat- 
ment administered in the last month, This shows 
that we have a recovery rate of about 82% in 
the acute group, The objection more or less 
valid may be raised that metrazol therapy had 
no part in the later recovery of our patients. 
This point we leave to others. In addition to 
the twenty discharges, we paroled two of the 
improved patients and one unimproved. One of 
the patients discharged as improved has returned 
at the same level of improvement for a second 
course of therapy. There was one in this group- 
ing who escaped. Of the eighteen in the hospital 
nine are still better patients, Thus, only about 
21% of the forty-two patients have derived no 
benefit from treatment. This is.a very good 
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record as we must remember that there were 
seventeen very chronically ill patients in our 
study, from whom we could hardly have ex- 
pected even an improvement. There was no 
change in the patients of the moderately ill 
group while one of the improved ones in the 
chronic list had recovered. 

Among the forty-two who had received treat- 
ments there were thirty-three schizophrenics, six 
manic-depressives, two psychoneurotics and one 
afflicted with involutional melancholia. ‘There 
were five recoveries in the schizophrenia group 
and eighteen improvements while ten remained 
unchanged. Later two of the improved patients 
were able to be discharged as cured. Otherwise, 
there was no alteration in the condition of the 
schizophrenics after the end of treatment, ex- 
cept that one recovery fell into the improved 
category before discharge. It was to be noticed 
that four of the seven healed schizophrenics had 
been sick six months or less, two were in the 
moderately ill group and one had been unbal- 
anced an unknown number of years. The six 
manic-depressives were equally divided among the 
cured, improved and unimproved groups when 
treatment was finished. At varying periods after 
the end of the attempted therapy five of the 
manic-depressives were discharged as cured, 
while one on the improved list escaped when his 
family showed no signs of releasing him. The 
two psychoneurotics recovered only after the 
completion of treatment. The patient suffering 
from involutional melancholia improved enough 
under the therapy to be sent home. 

Of the thirty-three schizophrenics, there wree 
two of the simple type, fifteen of the hebephrenic 
sub-group, three catatonics, five paranoids and 
two of undetermined type. One of the two sim- 
ple dementia praecox cases who had improved 
under treatment was able to be sent home at a 
later period as cured. We counted three recov- 
eries, six improvements, and five failures in the 
hebephrenic type. One of the cured in this 
sub-group fell into the improved list just before 
his discharge. There is no other alteration to 
be made here. Among the nine catatonics one 
recovered, six improved and two remained at 
the same level. Except for two. improvements 
resulting in cures, no change has taken place in 


this sub-group to date. There were no recov- 


erles in the five paranoid schizophrenics. Three 
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improved somewhat, however, and these three 
have maintained this improved level, Like the 
paranoid schizophrenics the two of the undeter- 
mined type could not chalk up a recovery. Only 
one of the two improved and that one has re- 
mained thus. In terms of percentage 21% of 
all schizophrenics recovered and 48% improved 
while 30% showed no change. The hebephrenics 
produced 20% cures and the catatonics 33%, 
while none was recorded in the paranoid type. 

From the above statistical study we have come 
to the conclusion that metrazol shock therapy has 
become an asset in the treatment of the mentally 
sick in our state institution. 

Summary: In the first year metrazol therapy 
was administered to forty-two patients on whom 
treatment was completed. 1624% recovered, 
334%4% improved and the remainder showed no 
change. On March 1, 1939, records showed that 
twenty of the forty-two patients had been dis- 
charged and that the recovery rate of 1624% is 
to be changed to 33%%. According to the 
records of March 1, 1939, there were 82% re- 
coveries in the acute group. Only 21% of the 
forty-two patients given metrazol had no benefit 
from treatment. Five of the six manic-depres- 
sives treated were discharged as cured. Of the 
schizophrenics 21% recovered and 48% im- 
proved. 





CASE REPORT OF DIVERTICULUM OF 
THE ESOPHAGUS 


Perry B. Goopwin, M. D. 
PEORIA 


8/9/37. White male, 58 years old, was admitted to 
out clinic department. 

Chief Complaints: (1) Difficulty in swallowing. 

(2) Slight soreness in the throat. 

Present History: Patient has noted some difficulty 
in swallowing for several years, gradually getting worse 
in the past nine months. He has little trouble during 
the first part of the meal, but as he eats his throat 
fills up and gets tight. Patient can then lean over 
and finds that the food runs back into his mouth. He 
can swallow liquids the easiest, but even they cause 
some trouble. 

Past History: Had left nephrectomy 16 years ago 
for renal calculi. 

Family History: Negative. 


Physical Examination: The only important finding - 


was a soft enlargement protruding slightly from the 





Presented before Section on Radiology, May 2, 1939, Rock- 
ford, Illinois. 
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sides of the esophagus, more marked on the right. The 
patient is able to regurgitate about eight ounces of 
undigested food. 

Laboratory Work: Negative. (Urine, serology.) 

Impression: Diverticulum of esophagus. 

8/11/37. X-ray, fluoroscopic of esophagus: There 
is a large shadow seen in the right chest about as 
large as an orange. Barium meal showed that the 
area became partially filled with barium and no evi- 
dence of any passing below into the lower esophagus, 
but passed to the right filling up this particular area. 
Each position showed that this had a fluid level which 
changed with the position, but did not empty out. 

Impression: Large diverticulum of the esophagus. 

Further study requested: To fill this area to its full 
capacity and take lateral films in a horizontal position 
to see whether it would empty. 

Request Granted: Study shows area in the right 
chest which measures 9 cm. wide and about 714-8 cm. 
high. No barium was seen in the esophagus or stomach. 

Reexamination of the esophagus, 8/13/37: Film 
taken before the meal was given shows the area smaller 
than on the previous examination, but the outline was 
rather dense due to retained material. The patient 
was requested to see if he could empty it by changing 
position which he did. This area measures about 5% 
by 6 cm. 

Reexamination of the esophagus by barium meal: 
Patient was then instructed to take all the barium 
meal he could possibly take which amounted to 12 
ounces. He stated it was impossible to take another 
spoonful. Film study taken in the vertical position 
shows cavity or pocket completely filled, 10 cm. broad 
and 8% cm. long. Apparently some of the meal was 
regurgitated into the esophagus. 

The patient was then laid on the right side with the 
film taken in the anteroposterior position. This re- 
vealed a rather large pocket with the fluid level near 
the mid-vertebral line with an extension upward toward 
the esophagus of a cone-shaped area; probably this was 
the point of entrance. This measures 10 cm. long and 
8 cm. wide with the point of entrance located 3% cm. 
above it. The patient was then placed in a left lateral 
position which showed the meal emptying out of the 
pocket, extending into the esophagus and then down- 
ward into the stomach. The pocket is about the loca- 
tion which was previously described as the point of 
entrance. At the lower border is another narrowed 
area similar to the one above, smooth in outline ap- 
parently connected to the stomach by a small opening 
as is seen on the film. 

After examination by internist we were requested to 
make another fluoroscopic examination of the chest. 

Fluoroscopic examination of the chest was again done 
and showed the opaque media to pass to the right of 
the midline into a large diverticulum of the esophagus. 

Treatment and Course: 10/9/37. Diverticulum 
pouch was dissected free and exteriorized. 10/19/37. 
Gastrotomy was done due to increasing dysphagia. Pa- 
tient developed slight infection in both surgical wounds 
soon after, but these subsided in a short time. 12/14/37. 
Patient developed a tachycardia. Electrocardiograph 
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suggested diffuse myocardial damage. 12/18/37. Di- 
verticulum pouch was resected, postoperative course 
uneventful and the patient was discharged to the out- 
patient department for follow-up. 

1/7/38. Esophagus-Barium: At this time Dr. Wright 
made studies of the esophagus with thick and thin mix- 
tures which showed abscess of the large diverticulum 
as observed on the previous examination. He tried 
several positions, but could not get any barium to re- 
main in the esophagus. Very marked improvement. 

1/21/38. Out-patient Record: Gastrotomy wound 
seems to be closed and only a slight discharge from 
the neck. He was requested not to return unless some- 
thing went wrong. 

1/27/38. Esophagus-Barium: Further study by Dr. 
Wright was made with thick and thin mixtures which 
showed dilatation at the level of the 7th cervical, but 
did not show any definite recurrence in the upper right 
at the site of the previous diverticulum. 

4/21/38: Esophagoscopy reveals satisfactory lumen. 





Society Proceedings 


THE OGLE COUNTY MEDICAL SOCIETY 


The Ogle County Medical Society held a meeting 
October 26, 1939, at the Rochelle Town and Country 
Club. 

A short business meeting with a re-election of the 
present officers was held. 

Dr. Italo F. Volini, Professor of Medicine, Loyola 
University of Medicine, gave a lecture on the Sulfapy- 
ridine Treatment of Pneumonia. This was a most in- 
structive talk and appreciated by all the doctors and 
guests. 

Sincerely yours, 
A. R. Bogue, M. D., Secy. 


December 5, 1939—Vermilion County Medical So- 
ciety, Dr. Lindon Seed. Subject, “The Treatment of 
Exophthalmic Goiter.” Danville, Ill, 6:30 P. M. 

December 11, 1939—Lake County Medical Society, 
Dr. Craig Butler. Subject, “Problems of the Dis- 
eases of the Newborn.” St. Therese’s Hospital, Wau- 
kegan, IIl., 8:00 P. M. 

December 12, 1939—Effingham County Medical So- 
ciety, Dr. H. E. Elghammer. Subject, “Rational In- 
fant Feeding.” Benwood Hotel, Effingham, IIl., 6:30 
P. M. 

December 12, 1939—North Central Illinois Medical 
Meeting, Bloomington, Illinois Hotel. All day meet- 
ing. 

Dr. Benjamin Markowitz—“Jaundice Types with 
Case Reports.” 

Dr. Emil Hauser—‘“Problems of the Foot.” 

Dr. Milton Bohrod—“Biopsy of Lymph Nodes for 
Diagnosis.” 

Dr. Aaron Arkin—“Blood Dyscracias.” 

Dr. LeRoy Sloan—Neurological Problems.” 
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Dr. Herbert Mitchell—‘The Differential Diagnosis 
of Cutaneous and Mucus Membrane Syphilis.” 

Dr. Norris J. Heckel—‘Newer Advances in the 
Treatment of Infections of the Genito-Urinary Tract.” 

Dr. Edwin M. Miller—‘“Fractures About the El- 
bow.” 

Dr. Robert S. Berghoff—Heart Clinic with Dr. 
Donald Hirsch. 

Dr. Warren H. Cole—“Surgical Aspects of Diseases 
of the Pancreas.” 

Dr. M. Herbert Barker—“Hypertension.” 

December 14, 1939—Union County Medical Societf, 
Dr. D. A. Horner. Subject, “Treatment of the Post 
Due Patient.” Anna, III. 

December 15, 1939—Will Grundy Medical Societies, 
Dr. A. H. Parmelee. Subject, “Care of the Newborn 
and Diseases of the Newborn.” Louis Joliet Hotel, Jo- 
liet, Ill..; 12:00 Noon. 

December 15, 1939—Douglas County Medical So- 
ciety, Dr. F. E. Schmidt. Subject, “Pneumonia.” Tus- 
cola, Ill.; 7:00 P. M. 

December 19, 1939—Perry Memorial Hospital, Dr. 
M. P. Borovsky. Subject, “The Newly Born.” Prince- 
ton, Ill.; 6:00 P. M. 

December 20, 1939—Fulton County Medical Society, 
Dr. Stanley Gibson. Subject, “Diseases of the Respira- 
tory Tract.” Canton, Ill.; 8:00 P. M. 

January 2, 1940—Physicians’ Club of Kewanee, Dr. 
Irving Stein. Subject, “Sterility,” and Dr. G. Weinfeld, 
“Mental Hygiene.” St. Francis Hospital, Kewanee, 
Ill.; 6:00 P. M. 

January 2, 1940—Vermilion County Medical Society, 
Dr. W. L. Winters and Dr. M. H. Barker: “Sym- 
posium on Pneumonia.” Hotel Wolford, Danville, IIl.; 
6:30 P. M. 

January 5, 1940—Madison County Medical Society, 
Dr. Kellogg Speed. Subject, “Fractures About the 
Elbow Joint.” Madison Sanitarium, Edwardsville, 
Ill.; 8:00 P. M. 

At the Annual Meeting of the Seventh District Medi- 
cal Society. of Indiana, held on November 15, 1939, 
Dr. M. Blatt of Chicago discussed “Care of the Pre- 
mature and Newborn Infant”, and Dr. M. H. Barker 
discussed “Management of Pneumonia in Children and 
Adults.” 





COUNTY NEWS 


Adams County held their first meeting of the year 
on Oct. 9th, at the Lincoln-Douglas Hotel, Quincy, II. 
After the business session the group joined the doctors 
to hear a talk on Group Hospital Insurance, by Enoch 
J. Brand. 

Kane County enjoyed a Book Review Oct. 11th, at 
Copley Hospital, Joliet, Ill. Mrs. V. M. Seron gave a 
splendid review on “My Days of Strength,” by Anne 
Warner Fearn. The President, Mrs. W. Whitaker 
presided. 

Knox County met Oct. 20th, at the Galesburg Club, 
Mrs. K. C. Baker conducted the meeting. The main 
topics discussed were: Hygeia, National Health and the 
Wagner Act. 
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Will-Grundy County had an enjoyable meeting Oct. 
10th at the home of Mrs. G. Houston, Joliet, Ill. 

Vermilion County held their meeting Oct. 3rd at 
the Walford Hotel, Danville, Ill. The President, Mrs. 
J. H. Williamson presided. Mrs. C. C. Winning, the 
Illinois State President and Mrs. C. C. Kane the State 
Corresponding Secretary were guests of honor. 

Sangamon County, President, Mrs. D. M. Sirca. The 
meeting was held Oct. 9th at the Children’s Service 
League & Day Nursery, Springfield, Ill. After a per- 
sonally conducted tour of the institution, a lecture was 
given concerning the work and educational program of 
the League. 

Logan County, President Mrs. J. M. Knochel. The 
meeting was held Oct. 26th. Dinner was served at the 
Spinning Wheel Tea Room, Lincoln, Ill. The business 
session was held at the home of Mrs. F. M. Hogans. 
The honored guest was the State President, Mrs. C. C. 
Winning who gave a talk on, “The Organization and 
Activities of the Woman’s Auxiliary to the A.M.A.” 
Mrs. H. Otten discussed the activities of the Springfield 
Auxiliary. 

The reports forwarded to this Committee by the 
County Press and Publicity Chairman have been most 
encouraging. A few, however, are conspicuously absent 
from our files and it is hoped that these will co-operate 
in the near future. There are over 5,000 Auxiliary 
meetings held throughout the United States annually 
which the National Chairman, Mrs. J. P. Simonds 
wishes to report. The fact that the National President, 
Mrs. R. K. Packard and the National Chairman of 
Press Publicity, Mrs. J. P. Simonds are both from 
Illinois should inspire all Chairmen to fulfill their obli- 
gations. 

Mrs. (C. W.) Bessie A. Stuart, 
Press and Publicity Chairman. 





Marriages 


WILLIAM FITzGERALD, Chicago, to Miss Hilda 
Duffy of Sycamore, Ill., September 12. 

RautpeH L. Hien to Miss Jeanne Price, both 
of Chicago, September 1. 

JosEPH MarcovitcH, Dwight, Ill., to Miss 
Lillian Ganzer in Brooklyn, September 6. 

Henry H. Merrect, Yorkville, Ill., to Mrs. 
Frank Lincoln Johnson of Chicago, September 9. 

Water SHriner, Elgin, Ill., to Miss Ruth 
Arline Shearer of Aurora, August 26. 





Personals 


Dr. George deTarnowsky gave a talk on 
“Breast Tumors” before the Effingham County 
Medical Society at Effingham on November 14. 

Dr. Italo F. Volini gave a talk on “Diseases 
of the Heart” before the Bureau County Med- 
ical Society at Princeton on November 16. 
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Dr. C. I. Reed was invited to talk on “Vitamin 
Therapy” before the Douglas County Medical 
Society on November 17. 

Dr. Willard VanHazel gave a talk on “Em- 
pyema” before the Will-Grundy County Medical 
Society on November 17. 

Dr. James T. Case was invited to give a talk 
on “Radiological Findings in the Gastro-Intes- 
tinal Tract” before the Iroquois County Medical 
Society on November 28. 

Dr. Ford Hick and Paul 8S. Rhoads held a 
Pneumonia Symposium before the McLean 
County Medical Society at Bloomington on No- 
vember 14. 

Dr, J. J. Callahan will give a talk on “Frac- 
tures” and Dr. William J. Dieckman will speak 
on “Sulfanilamide in Obstetrics and Gynecology” 
before the Knox County Medical Society on No- 
vember 28. 

Dr. 0. E. Van Alyea addressed the Rock River 
Valley Eye, Ear, Nose and Throat Society at 
Rockford, Nov. 21. His subject was, “Irrigation 
of the Frontal and Maxillary Sinuses.” 

Dr. Max Thorek addressed the Milwaukee So- 
ciety of Clinical Surgery, Tuesday, November 
28 on “Electrosurgical Obliteration of the Gall- 
bladder (Report of 685 cases).” 

On the occasion of the Fiftieth Anniversary of 
the founding of the University of Sofia, Bul- 
garia, Dr. Max Thorek of Chicago, Attending 
Surgeon of Cook County Hospital and Surgeon- 
in-Chief of the American Hospital of Chicago 
has been made a Commander of the Order of 
St. Alexander of Sofia for his contributions to 
surgical science. Dr. Thorek has been decorated 
previously by the Italian and French Govern- 
ments. 

Dr. Louis W. Sauer will give a paper on “Pre- 
vention and Treatment of Enteritis in Infants” 
before the Rock Island County Medical Society 
on November 28. 

Drs. J. J. Callahan and W. J. Dieckmann 
will present the scientific program before the 
Knox County Medical Society at Galesburg on 
November 28, subjects “Fractures” and “Sul- 
fanilamide in Obstetrics.” 

Dr. Chester C. Guy was invited to address the 
Morgan Park Woman’s Club on November 27, 
subject “Why Fear Cancer”? 

Dr. W. L. Winters will give a paper on 
“Pneumonia” before the Jo Davies County Med- 
ical Society on November 28. 
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Drs. Ralph Reis and M. L. Blatt will present 
a scientific program before the Physicians’ Club 
of Kewanee on November 6. Their subjects will 
be “Medical Complications of Pregnancy” and 
“The Allergic Child.” 

Dr. James T. Case will address the Iroquois 
County Medical Society at Watseka on Novem- 
ber 28, subject “Radiological Findings in the 
Gastro-Intestinal Tract.” 

Dr. Austin A. Hayden addressed the Cincin- 
nati Academy of Oto-Laryngology on Monday, 
October 23. The title of his address was “Otol- 
ogists, Hearing Aids and Leagues for the Hard 
of Hearing.” 

Dr. Edmund Jacobson will present a Summary 
of Progressive Relaxation as a System of Assist- 
ing Bodily and Mental Recuperation from Fa- 
tigue and Avoidance of Mental Ills at Boston 
University on the evening of November 6. This 
will be the 7th lecture of a survey course there 
entitled, “The Fundamentals of Health Educa- 
tion.” On the afternoon of the same day, he 
will discuss Some Practical Aspects of Relaxa- 
tion at the Bouvé-Boston School of Physical Ed- 
ucation. 

Dr. J. P. Greenhill read a paper before the 
Maimonedes Medical Society, Detroit, Mich- 
igan, on “Endocrinology in Gynecology,” on Oc- 
tober 24. 

Dr. Leo K. Campbell has been invited to ad- 
dress the Union County Medical Society at Anna 
on “Recent Advances in the Management of 
Diabetes,” November 9. 

Drs. Irving Dreyer will speak on Arthritis and 
J. R. Ballinger will speak on a Medical Legal 
subject before the Hancock County Medical So- 
ciety on November 6. 

The Doctors’ Service Bureau reports that they 
have recently added about five hundred square 
feet to their office space at 201 N. Wells Street. 
This was made necessary by the large increase 
in membership during the past six months. 

Dr. M. Herbert Barker will give a talk on 
Pneumonia before the doctors of Rockford on 
November 7. 

Dr. Charles Edwin Galloway will address 
the Vermilion County Medical Society at Dan- 
ville on November 7. 

Dr. Fred M. Drennan presented an address 
before the Academy of Medicine at Lima, Ohio, 
December 13, 1939, on “The Application of the 
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Principle of Acid Control in the Treatment of 
the Complications of Peptic Ulcer.” 

Drs. W. C. Danforth, Joseph Baer, John Big- 
ler, Franklin Corper, Lowell Bushnell and Sid- 
ney Levinsohn presented a program before the 
DeKalb County Medical Society on Novem- 
ber 30. 

Dr. Otto L. Bettag, White Haven, Pa., has 
been appointed superintendent of the Livingston 
County Sanatorium, Pontiac, succeeding Dr. 
Julius B, Stokes, resigned. 

Miss Alice H. Miller, Gainesville, Fla., has 
been appointed director of public health for the 
Tuberculosis Institute of Chicago and Cook 
County, succeeding Mrs. Adelaide Ross, resigned. 

The Chicago Laryngological and Otological 
Society were addressed November 6 by Drs. Hans 
Brunner on “Surgical Repair of Facial Pa- 
ralysis”; Frank J. Novak, Jr., “Giant Follicular 
Hypertrophy of Nasopharynx,” and William A. 
Smiley, “Subglottic Polyp Following Intra- 
tracheal Anesthesia.” 

At a meeting of the Chicago Orthopaedic So- 
ciety November 10 the speakers were Drs. Henry 
W. Meyerding, Rochester, Minn., on “Ewing’s 
Tumor (Endothelial Myeloma; Solitary Diffuse 
Endothelioma ; Hemangioendotheliamo; (Angio- 
blastoma) ; Diagnostic and Therapeutic Expe- 
rience in 114 Cases” and Paul H. Dube, “Lesions 
of Bone Associated with Thyroid Disease.” 

The Chicago Society of Internal Medicine were 
addressed November 27 by Drs. Michael H. 
Streicher on “Appendicitis—Incidence of Ame- 
biasis in a Clinical Review of 3,407 Cases”; 
Ralph B. Bettman and Gemma M. Lichtenstein, 
“Acute Cholecystitis’ and Laurence E. Hines, 
Allen H. Hoover and Edwin C. Graf, “Effect of 
Sulfanilamide on the Fibrinolytic Activity of 
Hemolytic Streptococci.” 

The Chicago Gynecological Society was ad- 
dressed November 17 by Drs. Henry Close Hes- 
seltine and George P. Bohlender on “Closure and 
Subsequent Care in Obstetric and Gynecologic 
Abdominal Wound Disruption” and Richard W. 
TeLinde, Baltimore, “Decidua-like Changes in 
the Endometrium Without Pregnancy.” 

Dr. Arthur H. Curtis, professor of obstetrics 
and gynecology, Northwestern University Med- 
ical School, will deliver the presidential address 
before the twenty-fourth annual meeting of the 








574 ILLINOIS MEDICAL JOURNAL 


Institute of Medicine of Chicago December 5 on 
“Some New Features of Gynecologic Anatomy 
and Related Clinical Problems.” 

Dr. Joseph B. DeLee, professor emeritus of 
obstetrics and gynecology, the School of Medi- 
cine of the Division of Biological Sciences, Uni- 
versity of Chicago, observed his seventieth birth- 
day October 29 at a party planned to benefit the 
Chicago Maternity Center, which he founded. 
He was presented with cuff links forged from 
a pair of forceps which he used in his early days 
of practice. They were the gift of the staff 
of the center and were presented by Dr. Beatrice 
KE. Tucker, who directs the institution. 





News Notes 





—Announcement has been made by the board 
of directors of the North Shore Health Resort 
at Winnetka, Illinois, that Dr. Frank W. Blatch- 
ford, Sr., of Winnetka has been named medical 
director of the resort. He assumed his new duties 
November 15. 

Dr. Blatchford is one of the most widely 
known physicians on Chicago’s North Shore, 
where he has been engaged in the practice of 
medicine and surgery for more than thirty years. 

Born and educated in Chicago, he served his 
internship in the Chicago Lying-In Hospital. 
Following two years as a surgeon with Dr. Bay- 
ard Holmes, he was associated with the late Dr. 
Robert H. Babcock, well-known heart and lung 
specialist. 

Dr. Blatchford was engaged in general med- 
ical practice on Chicago’s north side for two 
years before taking over, in 1907, the practice 
of the late Dr. John R. Fletcher in Winnetka. 
For the past five years, he has confined his 
practice to internal medicine. 

The North Shore Health Resort, now ap- 

proaching its fortieth year of operation, is a 
well-equipped general medical sanitarium, cater- 
ing to a varied clientele, some of whom merely 
seek rest and relaxation while others have defi- 
nite medical problems. 
——The quarterly winter meeting of the Iowa and 
Illinois Central District Medical Association will 
be held at the Blackhawk Hotel, Davenport, 
Iowa, December 14, 1939. 

After a dinner at 6:30 P. M. there will be a 
short paper by Walter J. Balzer, M. D., of Dav- 
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enport on “Acute Hydramnions and Postpartum 
Hemorrhage—A Case Report.” 

The principal address of the evening will be 
by Dr. Percy H. Swahlen, professor of obstetrics 
and gynecology at St. Louis University, St. 
Louis, Mo., he will be introduced by Dr. H. A. 
Meyers of Davenport and will speak on “Im- 
portant Points in Obstetrics Confronting the 
General Practitioner.” 

The discussion on his paper will be opened by 
Dr. E. N. Nash of Galesburg, Dr. Phebe Pears- 
all-Block of Moline, and Dr. H. A. Weis of Dav- 
enport. 

—On October 31 a special dinner meeting was 
held in the main dining room of the Jefferson 
Hotel by the Peoria City Medical Society. The 
guest speakers were Dr. John H. Musser, pro- 
fessor of Medicine at Tulane University, who 
spoke on the subject, “Observations in Coronary 
Occlusion,” and Dr. Paul B. Magnuson, profes- 
sor of Surgery at Northwestern University, who 
spoke on the subject, “Low Back Complaints as 
Seen by the General Practitioner.” Dr. Harry 
B. Magee, President of the Peoria City Medical 
Society, was a classmate of the two guest speak- 
ers at the University of Pennsylvania, class of 
08. 

—The Department of Public Health were hosts 
to the Officers and Council of the Illinois State 
Medical Society and the state organization on 
Maternal Welfare at a dinner at the Leland Ho- 
tel in Springfield, Sunday, November 5, 1939. 
Guests at the meeting were: Dr. Baxter of the 
Department of Public Health, Dr. Penning, 
Field Representative ; Dr. Templeton, President- 
elect of the Illinois State Medical Society; Dr. 
Wightman, Chief of the Division of Child Wel- 
fare; Dr. Ball, State Pediatrician; Dr. F. H. 
Falls, Dr. Charles Newberger, and Dr. Skeel of 
Cleveland, Ohio. Between 50-60 members of 
the county organizations throughout the state 
were present. 

Dr. Williamson presided over the meeting in- 
troducing members of the Illinois State Maternal 
Welfare Committee who, in turn, discussed dif- 
ferent sections of the new county program out- 
lining the work for the ensuing year. The work 
and progress of the Lake County Maternal Wel- 
fare Committee was extremely gratifying and 
should be an incentive to the county chairmen. 
—The Tuberculosis Institute of Chicago and 
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Cook County, through the Theodore B. Sachs 
Memorial Fund, will support at the University 
of Illinois College of Medicine a study on bron- 
chiectasis and pulmonary abscesses. This study, 
for which $1,000 is available, is being conducted 
by Dr. Felix Basch, of the Department of Pedi- 
atrics, and Dr. Paul H. Holinger, of the De- 
partment of Otolaryngology. 

—The Charles Sumner Bacon Lectures for 1939- 
1940 will be delivered in the Medical and Dental 
College Laboratories Building, 1853 West Polk 
Street, Chicago, in Room 423, on December 6 
and 7, 1939. 

By Dr. Robert Meyer, formerly Director, 
Pathological Institute (Gynecological Clinic), 
Honorary Professor, Fredrich-Wilhelms Univer- 
sity, Berlin. Program—December 6, 1939, 
Wednesday, 1 P. Mi—“The Basis of the His- 
tological Diagnosis of Carcinoma.” December 
7, 1939, Thursday, 4 P. M.—“Diagnosis of Early 
Carcinoma of the Cervix.” 

—The Illinois Eye and Ear Infirmary has in- 
stituted a course of training for orthoptic tech- 
nicians following principles outlined by the re- 
cently organized American Orthoptic Council. 
Four technicians will be taken for a six months 
course beginning in January. 

- —Twelve cases of typhoid with one death oc- 
curred at DePue, Bureau County, during Sep- 
tember, according to the Illinois Health Messen- 
ger. The outbreak was ascribed to a raw milk 
supply used by all the patients. When the sup- 
ply was cut off as a control measure the epi- 
demic ended, the Messenger said. 

—Dr. James J. Smith, St. Louis University 
School of Medicine, class of 1937, has been 
awarded the Jessie Horton Koessler Fellowship 
of the Institute of Medicine of Chicago.. Under 
the fellowship, which carries a stipend of $500, 
Dr. Smith will work with Dr. Andrew C. Ivy 
at Northwestern University Medical School in 
research on evacuation of the gallbladder in preg- 
nancy. 

—Dr. Robert Meyer, formerly director of Path- 
ological Institute (Gynecological Clinic) and 
honorary professor at Friedrich-Wilhelms Uni- 
versity, Berlin, will deliver the Charles Sumner 
Bacon Lectures for 1939-1940 at the Medical and 
Dental College Laboratories Building, Univer- 
sity Illinois College of Medicine December 
6-7. His subjects will be “The Basis of the 
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Histological Diagnosis of Carcinoma” and “Di- 
agnosis of Early Carcinoma of the Cervix.” 
—Dr. Peter Kronfeld, professor of ophthalmol- 
ogy at Peiping Union Medical College, Peiping, 
China, for the past six years has been appointed 
dean of instruction at the Illinois Eye and Ear 
Infirmary. This is a new position, in which 
Dr. Kronfeld will supervise instruction of interns 
and residents and will have charge of short 
courses to be given at various times at the in- 
firmary. Dr. Kronfeld, who graduated from the 
University of Vienna Faculty of Medicine in 
1923, came to Chicago in 1928 as assistant pro- 
fessor of ophthalmology at the University of 
Chicago. In 1929 he became associate professor 
and remained on the faculty until he went to 
Peiping in 1933. 

—The Institute of Medicine of Chicago an- 
nounces that the entire Elizabeth McCormick 
Child Research Grant of $1,000 for 1939-1940 
will be used for the encouragement of research 
and that awards have been made to Dr. Mila 
I. Pierce, Evanston, for work on leukemia; to 
Dr. Heyworth N. Sanford for a study of the 
role of the qualitative platelet factors in the 
coagulation of the blood, and to Dr. Clayton J. 
Lundy for a study of heart murmurs in children 
with rheumatic heart disease, utilizing a heart 
sound recording machine simultaneously with 
an electrocardiograph. 

—tThe state department of health announces that 
during the current pneumonia season both serum 
and sulfapyridine will be distributed free. To 
obtain them, physicians must have specimens 
from patients tested in approved laboratories 
for the type of pneumonia involved and must 
agree to render reports to the department. 
Deaths occurred at the rate of 94 per thousand 
among serum-treated patients against 150 per 
thousand among comparable nonserum-treated 
patients during the first half of 1937. These two 
groups were all from a list of 2,100 patients from 
whom specimens were taken and tested in ap- 
proved laboratories. The serum and sulfapy- 
ridine may be obtained from the centers which 


- have been established throughout the state. . 





Deaths 





JAMES MERLIN FITZGERALD, Chicago; Jenner Med- 
ical College, Chicago, 1908; a Fellow, A.M.A.; profes- 
sor of mental physiology at Bennett Medical College, 
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1903-1910; aged 69; died, August 16, in San Francisco 
of carcinoma of the bladder and liver. 

FreDERICK Henry GUNN, East St. Louis, Ill.; St. 
Louis University School of Medicine, 1909; a Fellow, 
A.M.A.; fellow of the American College of Surgeons; 
past president of St. Clair County Medical Society and 
the Southern Illinois Medical Society; member of the 
surgical staffs of St. Mary’s and Christian hospitals ; 
aged 56; died, September 26, in the Temple University 
Hospital, Philadelphia, of carcinoma of the liver. 

Artuur Henry Harms, Knoxville, Ill.; Rush Med- 
ical College, Chicago, 1904; member of the Illinois 
State Medical Society; member of the board of educa- 
tion; aged 58; secretary of the staff of the Galesburg 
(Ill.) Cottage Hospital, where he died, September 21, 
of coronary thrombosis. 

SAMUEL J, Li1tz, Chicago; Chicago College of. Medi- 
cine and Surgery, 1916; a Fellow, A.M.A.; for many 
years member of the board of education; aged 56; died, 
September 10. 

ApAM Emory KAuFFMAN, Chicago; Rush Medical 
College, Chicago, 1885; aged 82; died, September 3, in 
the Presbyterian Hospital of coronary sclerosis. 

GrorcE CasseLL NeEtson, La Harpe, Ill.; St. Louis 
College of Physicians and Surgeons, 1910; a Fellow, 
A.M.A.; aged 55; died, September 21, of coronary 
thrombosis. 

Marcus SoLtomon OLtiver, Chicago; Northwestern 
University Medical School, Chicago, 1912; a Fellow, 
A.M.A.; member of the American Urological Associa- 
tion; aged 54; died, September 11, of coronary throm- 
bosis and chronic myocarditis. 

Loran Ernest Orr, Springfield, Ill.; Keokuk (Iowa) 
Medical College, College of Physicians and Surgeons, 
1907; a Fellow, A.M.A.; coordinating epidemiologist 
to the state department of health; at one time super- 
intendent of Cass, Logan, Mason, Menard and Sanga- 
mon counties; aged 56; died, September 10, of coronary 
thrombosis. 

Howarp D. MAncHEsTER, Peoria, Ill.; Hahnemann 
Medical College and Hospital, Chicago, 1884; aged 79; 
died, September 4, in the Methodist Hospital, of cor- 
onary arteriosclerosis. 

Curnton L. Montcomery, Blue Mound, Ill.; Rush 
Medical College, Chicago, 1895; served during the 
World War; aged 72; died, September 20, of coronary 
thrombosis. 

Rosert Lester Paxton, Lemont, Ill.; University of 
Illinois College of Medicine, Chicago, 1930; member 
of the Illinois State Medical Society; aged 35; died, 
September 30, of poison, self administered. 

BernArp Portis, Chicago; Rush Medical College, 
Chicago, 1921; a Fellow, A.M.A.; died suddenly of 
heart disease November 1, aged 42. Dr. Portis was 
assistant professor of surgery in the University of IIli- 
nois College of Medicine and associate attending sur- 
geon in Michael Reese Hospital. Previous to the heart 
disease, which proved to be fatal, he had suffered an 
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attack of toxic encephalopathy. Dr. Portis is survived 
by two brothers who are physicians—Drs. Milton and 
Sidney A. Portis. 

Harry Preston Pratt, Chicago; National Homeo- 
pathic Medical College, Chicago, 1892; Harvey Medical 
College, Chicago, 1896; Bennett College of Eclectic 
Medicine, Chicago, 1896; aged 79; died, September 14, 
of chronic myocarditis. 

JosePpH CLYDE RENWICK, Warren, Ill.; Rush Medi- 
cal College, Chicago, 1904; aged 58; died, August 29. 

JONATHAN MANNING Roserts, Chicago; Columbia 
University College of Physicians and Surgeons, New 
York, 1896; aged 68; died, September 6, of chronic 
myocarditis. 

Ernest MAx SasvILLe, Collinsville, Ill.; Northwest- 
ern University Medical School, Chicago, 1902; aged 
76; died, August 27, of chronic myocarditis. 

FrepD Harrison SCHLEICH, Chicago; Chicago Medi- 
cal School, 1926; member of the Illinois State Medical 
Society; on the staff of the Illinois Masonic Hospital ; 
aged 50; died, September 16, of cerebral hemorrhage, 
arteriosclerosis and hypertension. 

Robert SONNENSCHEIN, Chicago; Rush Medical Col- 
lege, Chicago, 1901; a Fellow, A.M.A.; associate clin- 
ical professor of laryngology and otology at his alma 
mater since 1933; formerly professor of diseases of the 
ear, nose and throat at the Post Graduate Medical 
School; member of the American Academy of Oph- 
thalmology and Otolaryngology, the American Laryn- 
gological Association, the American Laryngological, 
Rhinological and Otological Society and the American 
Otological Society; fellow of the American College of 
Surgeons; past president of the Chicago Laryngolog- 
ical and Otological Society; member of the medical 
advisory board of the third district in Illinois during the 
World War; contributed a chapter on testing of hearing 
in Jackson and Coates’s book “The Nose, Throat and 
Ear and Their Diseases,” published in 1929, and a 
section on surgery of the ear in “A Text Book of 
Surgery” by Christopher, published in 1935; aged 60; 
since 1926 attending otolaryngologist to the Michael 
Reese Hospital, where he died, November 8, of para- 
typhoid infection and pneumonia. 

Ciinton B. Starey, Enfield, Ill.; Barnes Medical 
College, St. Louis, 1898; served during the World 
War; aged 68; died, September 22, as the result of a 
fall from his front porch. 

Joun J. Stott, Chicago; Rush Medical College, Chi- 
cago, 1885; a Fellow, A.M.A.; an Affiliate Fellow of 
the American Medical Association; aged 78; died, Sep- 
tember 22, of uremia and chronic glomerular nephritis. 

ALBERT BERNARD YUDELSON, Chicago; Northwestern 
University Medical School, Chicago, 1906; a Fellow, 
A.M.A.; associate professor of medical jurisprudence 
and nervous and mental diseases at his alma mater; 
member of the Central Neuropsychiatric Association; 
past president of the Chicago Neurological Society; 
served during the World War; attending neurologist 
to the Cook County Hospital and the Wesley Hospital ; 
aged 67; died, August 27, of coronary thrombosis. 








